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Medicine’s Tragic Failure* 


By 


J. Decuerp Guess, M. D. 
Greenville, C. 


That medicine has made and is making tragic 
mistakes is evident everywhere. That these mistakes 
have resulted in failure of the profession in a field 
that is of the greatest importance to our prestige 
and to our usefulness is generally acknowledged. 
These mistakes and their resulting failures lie in the 
area of public relations, which is another way of 
saying that they involve the physician-patient relation- 
ship. Our admission that they exist is found in the 
employment of directors of public relations by many 
medical groups. In an earlier day, every doctor was 
his own public relations expert, and his failure in the 
field of public relations injured himself but had little 
effect upon the profession as a whole. Such is not the 
case in these modern times of easy communication 
and fast travel. One man’s failure, or the failure of a 
small group, is widely publicized and hurts us all. 
It is my belief that the basis of the antagonism which 
is directed against us as a group lies not in group 
relationships with the public, but rather in the 
individual relationship of the physician with the pa- 
tient and the patient’s family. If this is true, relief 
from an unfortunate situation can come only from 
doctors acting as individuals rather than acting in 
groups through a public relations director. Such a 
director can serve in two important roles. He, by 
tudy and investigation, can search out the actions 
ad attitudes of doctors which result in poor public 
‘clations, and he can serve as a mouth-piece to 
»ublicize the steps taken by members of the group 
‘e@ represents to correct those actions and attitudes 
which bring about antagonism. - 


Organized medicine, both state and national—less 
‘iten county and city groups—has been subjected to 
ttack and vilification. The American Medical Asso- 
iation is not infrequently referred to as a medical 
rust. The practice of medicine has been declared a 
vusiness, subject to federal antitrust regulation. In 
ur own state, The South Carolina Medical Association 
‘ems to have lost much of its influence. 


Efforts of organized medicine have met with little 
ooperative response by leaders of non-medical 
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groups. The Blue Cross—Blue Shield movement is 
ridiculed and belittled by many labor and _ political 
leaders. The South Carolina Parent-Teachers Associa- 
tion declined to consider a resolution against social- 
ized medicine, and the Council of the State Nurses 
Association would not allow such a resolution to be 
introduced. Many educators in both colleges and 
public schools have openly advocated state medicine 
and ridiculed medical practice as it now exists. 


The loss of widespread and powerful influence by 
the profession has not been due to a lack of interest 
in the science of medicine and its marvelous progress. 
Such interest was never before so general and so 
intense, nor has popular medical knowledge ever been 
more prevalent. Neither is the loss of public esteem 
due to lessened respect for the accomplishments of 
scientific medicine or for its ability to shorten illness 
and to lengthen life. Scientific medicine is loudly 
acclaimed by the most lowly and by the erudite. 
Medical care is sought just as eagerly as ever, al- 
though, perhaps, more critically. 


However, widespréad knowledge of the accomplish- 
ments of modern medicine has not lessened the patron- 
age of the various unlearned medical cults, nor did 
that knowledge together with the antagonism of the 
medical profession prevent the passage of practice 
acts, making cultic practice legal. Cultic practitioners 
cannot depend upon scientific knowledge to attract 
and to hold their patients. Even though we may con- 
sider these people quacks and frauds, they appear to 
have something that many people like better than 
what we doctors give them. 


The antagonism of the public is not directed against 
medical science and medical skill. It is directed 
against the doctor as a man and as a citizen. Its 
attitude toward organized medical groups is very 
much the same as that which many people have 
toward labor unions. Their idea seems to be that 
mercenary, though scientific doctors are banded to- 
gether to further selfish interests. Doctors have be- 
come, to many individuals, impersonal purveyors of 
medical service on a fee basis very similar to that of 
any artisan. 
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It is time, that an effort be made by us, both as 
individuals and as organizations, to ascertain why this 
change in attitude has occurred. 


It is my belief that the basic cause of the public’s 
changed attitude toward the medical profession stems 
from its reaction to changed attitudes and interests of 
the individual doctor. I believe that changed attitudes 
and interests of the doctor have in turn resulted from 
his broader knowledge of medicine and the greater 
medical knowledge of the public. In both instances, 
the seemingly great knowledge may be faulty but 
still satisfying. Let me illustrate. If a doctor, after 
brief questioning and cursory examination, makes a 
diagnosis of common cold and gives a dose of penicil- 
lin, he may be quite satisfied with his diagnosis and 
his treatment and so may be his patient, even though 
penicillin has not been found of value in treating 
common colds. However, the doctor has no necessity 
to fear exposure of ignorance or to convince the pa- 
tient that the treatment is quite correct and up-to- 
date. If the patient should have pneumonia instead 
of a common cold, no harm will have been done. 
Almost the same attitude might be taken in case of 
suspected appendicitis, whether the suspicion be by 
the doctor or by the patient. Hospitals and surgeons 
are available, the operation causes little inconvenience, 
and one is better off without his appendix anyway. 
So why waste time in careful examination and in 
discussion and argument. Instead, let’s get ahead 
with the business and pass on to the next patient. 


These attitudes and procedures are very different 
from those of a former day not so long ago. Then the 
doctor had no technical assistance, nor did he have 
usually much technical equipment. A diagnosis could 
not be made from a report. It had to be made by 
mental and physical effort, and it had to be convincing 
to him. It frequently could not be made hurriedly, 
and often required more than one examination. The 
diagnosis had to be convincing to the patient also, 
and to make it so required a show of personal interest, 
an air of unquestioned knowledge and a considerable 
bit of conversation. Interest, exposition and display of 
knowledge, with explanation and direction, required 
more or less prolonged contact. If things did not go 
well, if the diagnosis proved to be faulty, if complica- 
tions developed, it was the doctor who suggested 
and determined specialist consultation and laboratory 
examinations. Frequently the doctor's greatest 
recompense was gratitude. He rarely sent a bill, and 
if he did, he rarely demanded an adequate fee. To 
say that he was a poor business man is not an 
adequate description of him. In business, his ability 
was frequently recognized and his advice sought 
after. But practice of medicine was not to him a 
business. In it he was a kindly, loving, interested 
friend, pursuing a treasured vocation, and as such, 
he was not only respected, he was loved. 


Today, the doctor lives in a different world, and 
his people are a different people. Leisure is gone. 
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Aspiration for his own comforts and for comfort, 
and privileges for his family press upon him. He need. 
money to provide these things. He needs money to 
maintain his office establishment with its expensiy. 
equipment and high salaried technical assistants. H« 
must see many patients in a day, and therefore he 
must delegate as many tasks as possible to his assist- 
ants and must utilize diagnostic aids applied by them. 
He convinces by display of examination reports, and 
his therapy is ordered with dispatch. It usually 
satisfies his semi-informed patient—but there is not 
time for interaction of personality upon personality. 
little time for display of personal interest, and no 
effort made to satisfy the soul of the patient. The 
doctor is almost as impersonal as the technician who 


made the blood count. 


We hear and read much of the complexity of the 
times and the resulting prevalence of emotional con- 
flicts, and of the influence such conflicts have upon 
disease, and yet we do not take time to learn of such 
conflicts in our patients and to attempt to resolve 
them as best we may. 


Every person needs a physician-friend, a friend to 
whom he can come with all of his medical and 
emotional problems — not that he could or would 
expect him to treat all of his ailments. People are too 
smart to expect that—but someone to turn to for 
advice as to where and when to go, and for comfort 
and sympathy. Family doctors have ever claimed that 
function, and specialists have rather haughtily re- 
nounced it. Theoretically, perhaps, both are right in 
their attitudes. Actually, they are both wrong. The 
family doctor does have the opportunity or may 
cultivate the opportunity to act as counselor and 
trusted friend. But too often in the rush of the day’s 
work and at times its recreations, he has pushed 
aside, sometimes ruthlessly, such opportunities. On 
the other hand, there are specialists, who sense the 
need and find the time to be the personal physician 
to many patient-friends, even though he limits medi- 
cal treatment to that of his specialty. 


Deterioration of public prestige is the result of 
deterioration of the mutual relationship between phy- 
sician and patient, and it is a psychological problem 
which can be solved only by a psychological approach. 
The California Medical Association, which has many 
times exhibited impressive initiative, seems to have 
recognized that fact. It, in collaboration with its 
Almeda County Society, has recently reported the 
conclusions of a psychological study. Dr. Ernest 
Dichter, a practical psychological consultant to large 
businesses and industries, was employed to conduct 
a research study of “existing voids between medical 
ideals and practical problems of private practice” 
using Almeda County as a laboratory. An interpreta- 
tion of Dr. Dichter’s report was prepared by Rollen 
Waterson, executive secretary of the Almeda County 
Society, and William Tibbits of the Orange County 
Society. Their analysis was published in the October, 
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(951 number of “G. P.” This seventeen page article 
should be read by every doctor, and it should be 
studied carefully by every director of and by every 
-ommittee on public relations. The report revolves 
round the idea that medical public relations are de- 
termined by individual human relationship between 
doctor and patient. The study concerned the psycho- 
logical factors inherent in the physician-patient 
relationship, and the report gives a new insight into 
individual human relations that make up the public 
relations of medicine. 

The authors of the analysis write: “Broadly stated, 
Dichter’s study reveals that medicine has lost its 
‘historical heritage’ of community devotion and leader- 
ship because the doctor-patient relationship has not 
changed to fit comfortably into the continuously 
changing pattern of life.” 


Let me mention briefly some of the elements of this 
failure, as related by Dr. Dichter, and the remedies 
suggested by him. The ideal doctor of the people, 
says Dichter, is the family doctor of tradition, but 
in modern thinking, he is the personal physician. 
Everyone desires a relationship with the physician 
of which he is the patient, whether sick or well, and 
the doctor is his personal doctor. Such a physician 
will willingly accept total and continuing responsibility 
to the patient for either administering or securing 
and supervising the best available care for all medi- 
cal and surgical problems. It is my feeling that not 
only general practitioners but also specialists, except 
those with very restricted fields, can and should do 
just that for those patients who show a desire for 
such a relationship. Too often patients are brushed 
aside without sympathy or guidance with the state- 
ment, “That is not my field.” The idea of and desire 
for a personal physician implies a continuity of interest 
and relationship; Dr. Dichter believes that the patient 
is then aware of the doctor’s affection and has 
affection for his doctor. The patient is a participant in 
his medical care rather than a recipient. He states 
further: “It has been observed that these practitioners 
(who maintain the relationship with their patients 
which has been discussed) are most often the ones 
who carry their full share of community responsibility, 
are informed and leading participants in community 
affairs, and their patients, because of the sum of all 
these things, are satisfied with their doctor, often 
enthusiastic about him, and generally feel well dis- 
posed toward the medical profession as a whole.” 


He thinks that with the increase in medical 
knowledge and specialization, and as patients became 
specialty conscious, the family doctor came to feel on 
the defensive; and the phrase “just a general practi- 
tioner” became a self-applied designation of littleness 
as compared with specialist bigness. Patients accepted 
this, and as the family doctor lost patients to the 
specialists, he lost his exclusive position in the hearts 
and minds of his patients. In reaction, too many 
family doctors retaliated by refusing to refer patients 
to or to consult with specialists. Although the patient 
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recognizes the value of specialization, he still feels a 
need for an “advocate, a friend in court, a counselor, 
a family doctor—a personal physician.” He thinks that 
the jealousy and antagonistic attitude of the family 
doctor toward specialists have driven many patients 
away from his office—patients who craved his interest 
and guidance. 


The idea of the personal physician as conceived by 
Dr. Dichter is more restricted in application and is 
yet as broad in its service as was the traditional 
family doctor. Each member of a family might have 
a different personal physician with a relationship as 
intimate and as affectionate as that between the 
family and the family doctor in days gone by. 


In the rush of medical advancement, which has 
made curable diseases that before were nearly or 
quite incurable, which has eased pains which before 
could not be alleviated, which has shortened con- 
valescence and has extended the span of human life, 
medical doctors have been caught up in a sense of 
achievement and of self-confidence that is un- 
paralleled. In spite of that feeling of elation, based 
on those successes, doctors have made a tragic mistake, 
which has deprived them of the love of their people 
and has supplanted the doctor’s love for them. The 
mistake has been not only an individual one. In too 
many instances, it has been collective. Only both 
individual and collective action can correct it. Every 
organized medical group should initiate studies of 
physician-patient relationship, similar to those begun 
in California. It would be wise for every doctor to 
study his own attitude toward and relationship with 
his patients and with the people in his community, 
with the aim of winning back their affection and their 
appreciation, if it seems that they have been impaired. 
Let doctors cease to be so interested in a case or a 
symptom, that they forget the patient as an individual. 
Let them not forget the emotional life of the patient 
in their quest for tissue pathologic changes, and let 
them no longer dismiss the patient as a neurotic 
when no such changes are found. Let us recognize 
that the ego craves affection for itself and craves to 
bestow affection upon others. Let us constantly bear 
in mind that a long life without love and respect is a 
life not worth living, and that applies both to our 
lives and to the lives of our patients. Let us find time 
in our busy days for altruistic interests and activities, 
in addition to the application of medical science to 
cases. When we have brought ourselves to do this, 
our lives will be fuller and richer, and we will find 
that once again we have reestablished ourselves in 
the love and confidence of the people. If we fail to do 
so, then the time will come, and within the lifetime 
of many of us, when we will be civil servants, con- 
trolled and directed by a federal bureau, our services 
demanded and received as a citizen’s right rather than 
as a privilege, and our remuneration fixed by law and 
paid by the government. Under such a system, neither 
doctor nor patient will be happy, and neither doctor 
nor patient will profit. 


52 
rt. 
ds 
to 
iver 
Hi 
he 
st- 
i. 
nd 
lly 
ot 
no 
he 
ho 
ne 
n- 
th 
ve 
d 
id 
or 
rt 
it 
n 
d 
pet 
n 
f 
i 


THE JOURNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 


June, 1952 


Bilateral Polycystic Ovaries 


Artuur J. Katzperc, M. D. 
Newberry, South Carolina 


Large series of cases are difficult to obtain even 
from active gynecological services and, consequently, 
to date the literature is not overburdened with reports 
of this interesting condition. It is because of the 
above that I take the liberty of reporting on the few 
cases I have seen as a private practitioner. These cases 
came to my attention complaining of amenorrhea and 
sterility. 


Here we are dealing with an old problem that has 
only recently been recognized. The pelvis has for 
years been the playground of the occasional surgeon 
and many general practitioners. Even the well quali- 
fied surgeon and gynecologist have been guilty during 
the phase of surgery when the ovary was the victim 
of attack against vague and unexplained female dis- 
orders. Ovarian cysts were punctured, stabbed, in- 
cised and excised with such poor therapeutic results 
that one hesitated to admit to such procedures. It was 
in 1925 that the polycystic ovary was described by 
Edward Reynolds, but this view was not accepted— 
probably because of the trend away from ovarian 
surgery. Stein and Levinthal in 1935 demonstrated 
that the polycystic ovary was no myth and called 
attention to a syndrome associated with these ovaries. 


Many reasons have been given for the development 
of non-neoplastic ovarian cysts. In the early 1900s, 
chronic infection of the ovary was considered as the 
cause. In the 1930s, some European workers suggested 
dysfunction of the sympathetic nervous system. It was 
later proposed that persistent Graafian follicles gave 
rise to a functional disturbance or, perhaps, from 
pressure of the repeated follicle formation without 
luteinization. It has also been noted that anterior 
pituitary hormone injections in laboratory animals and 
some humans produced an increased number of fol- 
licles, some of which remained as cysts. Work in 1947 
by Reynolds and in 1949 by Delson rediscovered the 
part played by the ovarian spiral arteries and their 
influence on the development of ovarian cysts. It is all 
very confusing, but perhaps out of this confusion will 
come some simple explanation. 


It is not difficult to recognize these ovaries on gross 
examination. They are usually enlarged, but rarely 
more than five times normal, without distortion of the 
shape. The surface may be white with a smooth 
surface or may give the appearance of tapioca in a 
transparent white balloon. No recently ruptured fol- 
licles or corpora lutea are seen. A cut section reveals 
a thick white skin, the tunica albuginea. The contents 
are tapioca in appearance with multiple cysts and a 
dense stroma. 


There is no clear-cut diagnostic picture in thes: 
cases. There are, however, enough clues to make on: 
think of polycystic ovaries and stimulate the search. 
Menstrual abnormality is almost always present and. 
in the vast majority of the cases amenorrhea is the 
abnormality, with menometrorrhagia as a part of the 
history as a past or present episode in some instances. 
Sterility is almost always a complaint. Long periods 
of amenorrhea that have not responded to any of the 
recognized forms of treatment, plus sterility, should 
arouse suspicion. Hirsutism is frequently present as 
is also obesity, although these are more often absent 
than present. If pelvic examination reveals bilaterally 
large smooth ovaries, the diagnosis is complete enough 
to warrant surgical intervention. In some cases, it 
may be necessary to resort to hysterosalpingogram 
combined with carbon dioxide pneumoperitoneum or 
culdoscopy to convince one that polycystic ovaries are 
present. 


Treatment of this condition has been hormonal, 
which has been for the most part uniformly unsuccess- 
ful. Stimulating x-ray therapy, which too has been 
tried, is not of any real value, and surgery which 
offers the only real solution at the present time. 


The surgical procedure most beneficial has been 
removal of a large wedge-shaped portion of the ovary, 
followed by suture of the capsule. Turning the ovaries 
inside out has been successful, but it is followed too 
frequently by postoperative adhesions. Taking into 
consideration the fact that the reason for the surgery 
is to relieve the tension of the capsule and to permit 
escape of the ovum, I varied the operative procedure. 
The first step, or excision of a wedge-shaped area, was 
done as usual, but instead of suturing the capsule, a 
strip of gelfoam was placed in the excised area and 
one mattress suture in the capsule was used for pres- 
sure to control bleeding. In this manner, I hoped to 
leave an avenue of exit as well as prevent a recurrence 
of a closed, tight thickened tunica. 


Three cases of bilateral polycystic ovaries were 
operated upon, using this method. The diagnoses 
were confirmed by pathological reports. All three 
cases complained of amenorrhea of at least one year’s 
duration, sterility of at least two year’s duration, 
hirsuitism and obesity. One patient had an early 
history of menometrorrhagia. All these patients had 
had extensive hormonal therapy with no results. Two 
patients had their first normal menses within fourteen 
days after surgery and have continued to have normal 
menses for a period exceeding eighteen months. The 
third patient did not have a normal period until three 
months had elapsed. This last patient is the most 
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viteresting because pregnancy occurred after the first 
-ormal menses. Placenta previa made it necessary to 
perform a cesarean section shortly before the estimated 
date of confinement. An inspection of the ovaries 
showed no adhesions with a small opening at each 
pole of the ovaries. It is difficult to say how long these 
ovaries would remain open since only thirteen months 
lad passed since the time of the original surgery. It 
is very probable that, over a long period of time, the 
entire area would be filled in by ovarian of scar tissue. 


A minor variation in the surgical treatment of poly- 
cystic ovaries is presented. It would be of interest to 
perform similar animal surgery in a large series of 
cases to determine the fate of the surgical opening 
in the ovary over a long period of time. 
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The Problem of Nutrition in the Conduct 
of Public Welfare Work 


F. A. DEAN 
Chief, Division of Public Assistance 
Department of Public Welfare 
Columbia, S. C. 


(It is our policy to publish occasionally a paper or 
study dealing with some phase of ical care or 
welfare, prepared by someone who is not a member 
of the medical profession. Thus, physicians are given 
os eee of seeing old problems from new 
angles. 


In this paper, which was presented at a recent 
meeting of the South Carolina State Nutrition Com- 
mittee, the problem of nutrition—and malnutrition— 
is presented through the eyes of one experienced in 
the field of public welfare work in a state govern- 
mental agency. It should stimulate doctors to renewed 
interest in the work of preventive medicine. Editor. ) 


I want to talk to you about nutrition as seen from 
a public welfare department viewpoint. I know that 
much of what I say will not be new information to 
you. In fact, it will be somewhat like carrying coals 
to New Castle, because I’m sure that you who special- 
ize in the field of nutrition know far more about the 
subject than I do. However, we people who work 
with the welfare department have to know a little 
about everything that affects the lives of people, be- 
cause we are interested in the total welfare of the 
individual and his family. 


The effects of proper nutrition on the individual 
from the cradle to the grave is one of the most 
important factors we have to consider, and I hope to 
show as we go along just why this is true. I know that 
we would accept this statement as so true that it almost 
need not be said, but I am afraid that our acceptance 
is largely academic. We in the welfare field have 
ample opportunity to observe the tragic results of 
malnourishment—we don’t have to read a book about 
it, we see its devastating effects day in and day out. 


Now, I should like to follow up this cradle to the 
grave theme with some facts I have gathered and 
some illustrations and statistics. The need for proper 
nutrition really antedated the cradle, because from 
the time of conception the individual’s life begins to 
be influenced by the food he gets. I am sure that you 
are all familiar with the results of some research done 
by a group at the Harvard Medical School. Accord- 
ing to their findings the chances of an infant being 
born well formed and in good health was four times 
greater when the mother’s diet had been good, and 
the chances of starting from the cradle handicapped 
with poor health was twenty times greater when the 
mother’s diet had been poor. 


According to some of my friends in the health de- 
partment, 1,711 babies were born prematurely in 
South Carolina during 1950. It is recognized that poor 
diets of expectant mothers are a contributing cause 
of premature birth. We have in our state one of the 
highest maternal death rates in the nation, and the 
leading causes of these deaths, toxemia and hemor- 
rhage, are associated with poor food habits. We see 
then that the individual runs a great risk from poor 
nutrition even while in the protected environment of 
his mother’s body. When he is at last laid in the 
cradle he begins to fight the battle of life on his own. 
With his feeble equipment he has to overcome the 
stupidity and ignorance of those on whom he is 
dependent. From our observation the battle does not 
go too well with the children in this state. According 
to some very excellent surveys and studies made by 
certain members of this committee, our children do 
not compare favorably with those of other sections 
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from a health standpoint, and this poor showing may 
be traced to lack of proper food or to poor food habits. 
I think that these studies show that poverty plays a 
large part in our children’s failure to get the quantity 
and kind of food they need, but ignorance and just 
plain “don’t care” go hand in hand with poverty. I 
think I can illustrate this by citing a case. In one of 
our counties there lives a family consisting of the 
father, 50 years old, the mother, 40 years old, and 
eight children ranging in ages 20 to 2. We have had 
some contact with this family since 1938. During these 
years the father has been a chronic complainer with 
pains in various parts of his body, the mother worn 
out with no energy to do the tremendous job of caring 
for a large family. We gave financial assistance for a 
time, but the family seemed to get nowhere. Finally 
we decided that financial assistance was not the 
answer to this family’s problems. We knew that the 
home and 185 acres of land were owned; we felt that 
this family should be self-supporting. However, we 
could not forget these children so the case was re- 
ferred to one of our child welfare workers for what- 
ever service she could give. She began by having the 
entire family given a thorough physical examination. 
The results showed that the father’s vague pains of 
the stomach and head was due to a malnourished con- 
dition resulting from long years of poor food habits; 
the mother was in a similar condition, no organic dis- 
ease, but listless and without energy. Two of the older 
children were in fair health but underweight, two of 
the children were infested with hook-worm, and the 
four youngest children were found to have defective 
vision. It was obvious to the worker, had the doctor 
not told her, that the problem was one of proper 
nutrition for the whole family. The four children 
with defective vision were carried to a_ specialist. 
When he examined them, he threw up his hands and 
said, “I can't do anything for these children in their 
present malnourished condition: take them and feed 
them milk, fresh meat, vegetables, and fresh fruit for 
a vear and bring them back.” This was a large order, 
but the worker went valiantly to work. She enlisted 
the help of several agencies including the home 
demonstration agent. Some money was obtained from 
county emergency funds, milk was obtained through 
a community source (no cow was owned) and by 
hook or crook some vegetables and fruit were ob- 
tained. At the end of the year the family showed great 
improvement. The father felt so much better that he 
put in a crop of 30 acres and had developed a good 
garden. The mother was a different person. She was 
taking more interest in her children, and had learned 
the importance of preparing the right kind of food for 
her family. When the four children with visual defects 
went back to the doctor they were much improved, 
but it was necessary to fit three of them with glasses. 
This family is now in much better health and is self- 
supporting. This case illustrates the effect ignorance 
about food can have on a family. We were lucky 
enough to do something about this one, but there are 
thousands of others that do not get this sort of special- 
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ized attention, because we do not have many workers 
who have time to do intensive case work with families 
Then, too, I question that this business of coming in 
and picking up the pieces after the damage is don 
is the answer to the problem. It seems to me that it 
is essentially a question of education, and it is a 
question which is not answered by the teaching of 
home economics in school—although this certainly is 
a help. We need some more effective way of getting 
at the family in the home itself. I know that we havi 
some very fine home demonstration agents and other 
workers in the extension field, but it has been our 
observation that those who need it most are not 
touched directly by those workers or anyone else. The 
poor and ignorant will not come to meetings. In the 
first place they don’t know eonugh to have any desire 
to come, and in the second place they would feel ill 
at ease in the company of some of their more prosper- 
ous neighbors. We need to devise some means of going 
directly to them. The Department of Public Welfare 
has under its care 20,000 children in 5,000 families. 
A great majority of these families do not get enough 
to eat because they can’t get it with the money they 
have. They certainly need help in spending what little 
money they have in obtaining the right kind of food. 


It would be hard to calculate the money the State 
would save by doing more preventive work in the 
field of nutrition. A great many of these children who 
grow up under submarginal conditions do not suc- 
cumb to illness during childhood, but at some time 
during their adulthood they begin to have all kinds 
of health problems. The money spent on medicine, 
doctor's bills, hospitalization, and public assistance is 
staggering. The Department of Public Welfare has 
assistance programs designed to care for people from 
the cradle to the grave. We do the best we can with 
the young people, but our best is evidently inadequate 
because our program for handicapped and disabled 
people shows that a great many people are broken in 
health before they reach old age. Not all of this poor 
health can be traced to malnourishment directly, but 
I would venture to say that it is a contributing cause 
in a majority of the cases. At the present time the 
State is supporting over 6,000 individuals due to 
broken health—most of these are grouped in an age 
group of between 55 and 65. Over 4,000 of them are 
totally and permanently disabled. A recent analysis 
of the causes of disability showed only about 2% 
diagnosed as due to nutritional deficiency, but among 
the maior causes found were heart disease, hyper- 
tension, arthritis, diabetes, and arteriosclerosis. How 
many individuals succumbed to these diseases due to 
run-down systems we can only imagine. It will cost 
the tax pavers $1,500,000 to support these disabled 
people this year. There are 42,000 people over 65 
years of age and 1,500 blind people being supported 
through public assistance at a cost of around $14,000,- 
000 a year. There are 4.000 people on the blind 
register. Many of these people would still be leading 
productive lives had they been provided with food to 
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build strong and healthy bodies while they were grow- 
‘ng to maturity. My business is administering public 
assistance and you can see that it is big business. How- 
ever, I firmly believe that my business would dwindle 
away if one-tenth of the money we spend in trying to 
pick up the pieces of human wreckage were spent in 
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preventive measures. We are not experts in the field 
of nutrition, but we have become experts in observing 
the need for proper nutrition. We are willing to co- 
operate to the fullest with those of you who are ex- 
perts in trying to do something about this problem. 
It is a challenge which I should like to leave with you. 


“Your Rheumatic Fever Program in Action” 


M. W. Beacn, M. D. 
Charleston, S. C. 


In a previous communication we informed you con- 
cerning the establishment and purpose of the 
Rheumatic Fever Program, and stated that it was set 
up according to the general principles and _ policies 
outlined by the Crippled Children’s Division of the 
Children’s Bureau of the Department of Labor. The 
purpose of the program was to find out if there were 
any Rheumatic Fever patients in a limited area of the 
State and to determine if there were a need for con- 
tinued diagnostic and therapeutic services. Since the 
program was to be one of demonstration and since 
the budget was limited, the area to be screened was 
confined to five (5) counties in this section, the health 
units of each county agreeing to assist in case findings 
and follow-up care. Because of the facilities and 
personnel of the Medical College and the availability 
of Roper Hospital and the Crippled Children’s Con- 
valescent Home in Florence, headquarters were estab- 
lished in Charleston. 


The program is administered under the supervision 
of the Crippled Children’s Division of the State Board 
of Health. Part-time services of a pediatrician, who is 
director, an assistant pediatrician, a consultant 
cardiologist, a roentgenologist and the full time 
services of a public health nursing consultant, a medi- 
cal social worker and a clerk, are paid for by the 
Crippled Children’s Division. 


Children and adolescents under the age of twenty- 
one (21) years are eligible for the diagnostic, treat- 
ment and follow-up services of the program. If hospi- 
tal cere is necessary the patient is admitted to Roper 
Hospital. Convalescents who cannot receive adequate 
care at home are frequently placed in the Crippled 
Children’s Convalescent Home in Florence. 


During the eight (8) years that the program has 
been in operation there have been some _ interesting 
developments. As physicians, nurses and social 
agencies, school teachers and the public in general 
have become informed about the program they have 
grown interested and the laity are anxious to partici- 
pate in this clinic. However, there is urgent need for 
a closer contact with parents of the pre and school 
age children. By education and screening of this 


group, I am convinced that a larger number of active 
and early cases could be found. With proper treat- 
ment and follow-up, one could restore most of these 
cases to health and happiness, which would enable 
them to become productive and useful citizens. Several 
physicians have been willing to refer all their 
suspicious cases to the clinic, for either diagnosis or 
treatment. Private patients are not followed by the 
clinic unless requested by the referring physician. 
There has been some skepticism on the part of a 
few practitioners concerning the necessity or value 
of the program, for they do not believe that Rheumatic 
Fever is very prevalent or a health problem in this 
state. Patients have come from most of the counties 
of the state but on account of limited funds and the 
scarcity of trained personnel, we have been forced 
to limit our activities to the lower third of the state. 
I am convinced that there is evidence to prove from 
a public health standpoint, the desirability of re- 
establishing adequately supported clinics in the other 
two-thirds (2/3) of the state. Then, an effort could 
be instituted whereby the unfortunate Rheumatic 
victims in these districts could be located and a 
diligent effort made to restore them to health and use- 
fulness before the debilitating symptoms of this dis- 
ease have become dangerously evident. If this type 
of prophylactic medicine could be offered to more of 
our juvenile rheumatics in every county of the state, 
I am confident we would have less chronic cardiacs, 
who by this time have become a liability instead of 
an asset to their community. 


You probably know that the source of patients for 
this clinic are the County Health Departments who 
by a special medical form certify and register them 
with the Crippled Children’s Division, and _ if 
acceptible, a copy of this form is referred to this 
clinic. We then give the patient an appointment for 
examination. The patient’s history and social environ- 
ments are evaluated and a complete physical ex- 
amination is done and laboratory procedures per- 
formed. When all these reports are available the pa- 
tient’s records are reviewed and conclusions drawn 
in accordance with the accumulated data. Sometimes 
it is impossible to arrive at a definite diagnosis from 
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this first visit and further examinations and study are 
necessary before we can confirm or deny the existence 
of Rheumatic Fever. So that these patients may have 
a thorough examination and all the necessary lab- 
oratory procedures that may aid in arriving at a cor- 
rect diagnosis, these facilities are available to the 
clinic at a very nominal fee. Therefore it is possible 
for our staff to give these patients an adequate ex- 
amination during their first visit. Should there be 
extenuating circumstances necessitating further ob- 
servation, examination and special laboratory pro- 
cedures, we may then hospitalize these patients for 
this purpose. Since these patients come from the lower 
income group and since it would be impossible for 
them to struggle with the added financial burden in 
this undertaking, the Children’s Bureau through the 
State Board of Health, is financing this study in the 
Rheumatic Fever Program. 

After the first visit and after a tentative diagnosis 
of Rheumatic Fever has been made, the staff discusses 
what type of therapy would be most appropriate for 
the individual patient. If this form of treatment can 
be methodically administered by the parents, with 
the assistance of the visiting nurse, in the home, the 
patient is confined to bed and the recommended form 
of therapy is instituted. Usually the patient is given 
enteric-coated sodium salicylate—one (1) grain per 
pound body weight per 24 hours. This amount is 
divided into three, four or six doses. It will in a few 
days raise the salicylate level in the blood approxi- 
mately 25 to 35 mgs. %. The optimal amount in the 
blood for therapeutic response appears to be that 
level just below the point of mild intoxication. The 
follow-up nurse is alerted in reference to the early 
evidence of sodium salicylate intoxication so that she 
may know when to discontinue or decrease the 
amount of the drug to be taken, and to consult the 
clinic for further advice concerning the patient's wel 
fare. Sometimes the home conditions are very meager 
and does not add to the well-being of the patient. 
who should at least have a separate bed and be some- 
what protected from the other members of the family, 
who are frequent carriers of respiratory infections. 
Also in this tvpe of home, bath facilities and sanitary 
conditions are unsatisfactory. The want of adequate 
food and overcrowding add to the burden of the pa- 
tient and may be the deciding factor against further 
efforts at home treatment. If the case be an acute 
one, and cannot be managed at home, he is hospital- 
ized at Roper Hospital and treated until he appears 
to be in the inactive phase of this disease. Then if 
further care is imperative and cannot be had at home, 
an effort is made to place this patient in the Con- 
valescent Home at Florence where it may be necessary 
to maintain him for many months. During this time 
every effort is made to bring about a state of well- 
being so that he may stabilize himself in the inactive 
phase of this disease. While at this institution it is 
possible for him to continue with school and vocational 
activities so that he may return home prepared to fit 
into that particular pattern. 
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After the patient has been rehabilitated and estab 
lished in his former environment, the health nurs: 
visits and reports his progress to the clinic. From this 
data the clinic is able to keep in touch with the pa- 
tient and to judge more accurately when he should 
return to the clinic for observation and examination 
At his next visit he will receive a complete examina- 
tion and whatever laboratory procedures appear to 
be indicated. The patient who has been rehabilitated 
at home, is frequently visited by the health nurs: 
who reports his progress to the clinic, and when pa- 
tient’s condition will warrant a visit to the clinic, she 
is instructed to transport him here for further observa- 
tion and examination. The frequency of these visits 
depend on the condition of the patient and the form 
of therapy. If laboratory procedures may be had in 
home counties, if the follow-up for salicylates and 
sulfa may be done there, it lessens the necessity for 
transporting the patient to this clinic, where such lab- 
oratory work is done. We have always contended that 
it is very desirable to check salicylate levels and 
blood findings on active patients, and sulfa levels and 
blood findings on those patients who are in the in- 
active phase and who are taking sulfadiazine as a 
prophylactic procedure. As you know both of these 
drugs have a tendency to depress the granulocytic 


element in the blood. 


In treating the active cases we have tried some of 
the other drugs such as aspirin and pabalate, which 
appear to be of some value, but not proven to be as 
efficient as sodium salicylate. Cortisone has not been 
as satisfactory in our clinic as has been reported else- 
where. It often produces a state of well-being without 
influencing the course of this disease. However, we 
have seen some rather pleasing effects from the use 
of this agent, particularly if administered in large 
doses during the first episode of this disease. Although. 
if the patient has severe cardiac damage, one should 
beware of the possibility of the retention of sodium 
chloride which may increase the blood volume and 
produce evidence of pulmonary edema and cardiac 
failure. If the patient is given a salt poor diet, there 
is less likelihood of the development of this cardiac 
complication. Sometimes cortisone appears to be of 
value in acute exacerbations of the old cases of 
Rheumatic Fever which has apparently become some- 
what resistant to sodium salicylate. In these types of 
cases the combined use appears to he of more value 
than either one alone. 


Penicillin is of decided value in treating sore throats 
where the hemolytic streptococcus is probably the 
predominating organism. Also we have been led to 
believe that as a prophylactic procedure it has lessened 
the necessity for laboratory work and does not re- 
quire the frequent observation by the follow-up nurse. 
Although, some patients in the hospital on this pro- 
phylactic measure have not been benefited because 
the homolytic streptococcus in their throats was re- 
sistant to penicillin. 
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It may be of some interest to mention our experi- 
we with sulfadiazine as a prophylactic procedure. 
‘Vhen it is given in sufficient dosage to raise the con- 
. ntration in the blood to 2 to 3 milligrams % and 
aintain this level, the Rheumatic Fever patients 
ill relapse less frequently, and often they will be 
ble to attend school and participate in the chores 
hereof. On account of the marked cardiac damage 
which some of these patients have, we have main- 
tained them on this type of prophylactic regime for 
many months and even years without demonstrable 
continue the sulfadiazine because of its depressive 
damage. However, it may became necessary to dis- 
continue the sulfadiazine because of its depressive 
effect on blood formation. 


Vitamins in general and particularly ascorbic acid 
make up a large part of our therapeutic storehouse, 
for most of our patients exist on deficient diets which 
are void of these essential ingredients. Of course, 
where the diet is adequate in the essential food 
elements there is very little benefit to be derived from 
the administration of these accessory food factors. 


It may be of some interest to discuss with you our 
clinic procedure in following these Rheumatic Fever 
patients. The active bed patients are seen every four 
(4) to six (6) weeks; convalescent six (6) weeks to 
three (3) months; inactive with marked heart damage, 
three (3) to six (6) months; inactive with minimal 
damage, six (6) to twelve (12) months; and question- 
able cases as indicated. However, patients are in- 
structed to contact the clinic should any unfavorable 
disturbances occur. When seen in the clinic, the pa- 
tient is given a complete physical examination and 
indicated laboratory procedures are done, progress 
and treatment reviewed and evaluated so that the 
nurse and attendant may be instructed concerning 
his future management. During these intervals and 
when we are anxious about the patient’s progress, we 
send an elaborate follow-up questionaire to the visit- 
ng nurse, who forwards the desired information. Then 
{ it appears necessary, the visiting nurse is contacted 
»y telephone for further consultation. Also in cases 
emergency the visiting nurse is instructed to con- 
‘act the clinic by telephone. In this manner, we have 
leveloped a fairly satisfactory follow-up system. 


A qualified and efficient social worker fits well into 
ur clinical organization and is of considerable value, 
or, by her efforts, patients and parents are taught 
ow to adjust themselves so that they will find less 
lifficulty in fitting into a new pattern. Also she renders 
nany other services which are essential to the wel- 
are of the clinic. 


Since this clinic must function in a diagnostic 
apacity and since there are many ailing children who 
ave not had the advantage of a complete work-up, 
nd since health departments have learned that this 
linic may help them in solving some of their sick 
roblems, we often see a variety of ailing children. 
This group may include rheumatoid arthritis, sickle 
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cell disease, congenital anomalies of the heart, asthma- 
tics, orthopedic problems, children infected with 
intestinal parasites, phychosomatic syndromes, malig- 
nancies and etc. Fortunately for them, there are co- 
ordinating clinics; heart, cancer, mental hygience, and 
orthopedic, where these patients may receive further 
examination and study so that the Rheumatic Fever 
Clinic will be able to more accurately catalog them 
for proper dispensation and treatment. It is very 
soothing and relaxing to share with other clinics some ° 
of your disturbing problems. The cooperation of these 
clinics furnish the means whereby these unfortunate 
patients are partially or completely rehabilitated and 
thereby better prepared to fit into a more useful 
pattern of society. 


Would it interest you to know that seven hundred 
and twenty-five (725) patients have been seen in 
this clinic. That three hundred and fifty-one (351) 
are now on our active files. We have three hundred 
and seventy-four (374) in our inactive files. Many 
of those in the inactive files were not Rheumatics, 
some were non-cooperative, others moved out of this 
district, a small number died at home and three (3) 
died in Roper Hospital. A fair number of this group 
of patients are now being followed by their family 
physicians. The clinic has twenty-eight (28) active 
Rheumatic Fever patients now receiving treatment, 
thirteen (13) of these patients are confined to bed in 
their homes, ten (10) are being cared for at the 
Convalescent Home in Florence, and five (5) are 
bed patients at Roper Hospital, where the most 
serious cases are maintained. We are following thirty- 
five (35) ambulatory and inactive patients who are 
receiving sulfadiazine, and fifteen (15) who are 
taking penicillin as a prophylactic measure. During 
the past year, sixty-nine (69) acute and one hundred 
and fifty-seven (157) chronic cases were followed 
and treated. It is noted that all the acute cases were 
approximately equally divided between the two sexes, 
while the chronic cases were thirty-three (33) percent 
higher in females. The greatest incidence occurred in 
the group between five (5) and fourteen (14) years 
of age. The total number of patients seen during the 
past year is lower than the average because of in- 
sufficient funds to properly staff the County Units, 
who form a vital part of this organization. 


This clinic will be holding each Thursday morning 
for the purpose of seeing new and old cases of 
Rheumatic Fever. We examine four (4) new and 
eight (8) or ten (10) old cases during the clinic 
hours. These cases are selected and appointments 
made in advance of expected clinic visits. If the pa- 
tient and nurse are unable to attend, an alternate is 
substituted so that we may see as many patients as 
possible. Their condition, progress, problems, and 
treatment are discussed with the visiting nurse and 
attendants. Sometimes, we find that the patient is 
not making the anticipated progress. If we are unable 
to remove or overcome these difficulties, he is ad- 
mitted to the hospital for further study and treatment 
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which may extend over several weeks, before he has 
sufficiently recuperated to further convalesce in his 
home surroundings. 


Fellow practitioners, we beseech you to refer these 
unfortunate cases to us at an early date. Then we will 
have an excellent opportunity to rehabilitate and 
restore them to productive and useful citizens. But if 
you delay until this disease has wrought havoc with 
their minds and bodies, the golden opportunity for 
rehabilitation has been lost forever. 
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CARCINOID TUMORS OF THE 
GASTRO-INTESTINAL TRACT 


Henry W. Mayo, Jr., M. D. 


One of the most interesting lesions encountered by 
the gastro-intestinal surgeon is the carcinoid tumor. 
Until recently these tumors were thought to be quite 
rare, but they are being reported with increasing 
frequency and are probably more common than is 


generally supposed. 


As the name “carcinoid” indicates, these lesions 
simulate carcinoma in that all layers of the intestinal 
wall may be involved by the growth, but the gross 
and microscopic characteristics of these lesions differ 
from carcinoma. Grossly, carcinoids tend to be small 
tumors of rubbery consistency which grow chiefly 
beneath the mucosa of the bowel, pushing the mucosa 
into the lumen as they enlarge; on cut section, they 
present a firm surface and a very characteristic yellow- 
ish coloration. Microscopically, these lesions are com- 
posed of densely packed masses of rather small cells 
with clear cytoplasm and without much pleomorphism, 
but some of the lesions may show gland formation. 
Carcinoids are believed to be derived from the 
Kultschitzky cells in the crypts of Leiberkiihn. Former- 
ly they were called argentaffinomas, because of their 
affinity for the silver stain, but Stout® has shown 
that some of these lesions will not take the silver 
stain; these he believes to be derived from the same 
cells in the “preenterochrome” phase. 


From a clinical point of view, for purposes of 
analogy, the carcinoids of the gastro-intestinal tract 
might be likened to the basal cell carcinomas of the 
skin. They grow very slowly and metastasize via the 
regional lymphatic routes, but apparently metastases 
occur long after the growth first appears. The life 
history of these lesions is so long that there are 
numerous reportsS of cases in which, despite the 
presence of distant metastases, removal of the primary 
lesion resulted in a symptom-free interval of many 
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years. Formerly, carcinoids were considered to be 
benign mimickers of malignancy, but in recent years, 
the pendulum of opinion has swung to the opposite 
pole, and the consensus of authorities recently review- 
ing the subject is that all carcinoid tumors are malig- 
nant.5 


Carcinoid tumors have been reported to occur in 
the appendix, small bowel, colon and rectum, stomach, 
duodenum, gallbladder, and Meckel’s diverticulum. 
The latter locations are so rarely the site of car- 
cinoids as to be medical curiosities, but carcinoids of 
the appendix, small bowel, and large bowel are 
sufficiently common so that they may be encountered 
in the experience of every practitioner, and hence 
merit separate discussion. 


Appendix—An appendix which is rather short and 
stubby, with a hard bulbous enlargement, usually of 
the distal end, may be suspected of harboring a car- 
cinoid tumor. The cut surface of such an appendix 
may present the typical firm rubbery yellowish tissue, 
the growth of which has resulted in partial or com- 
plete obliteration of the lumen. According to Foot,! 
appendiceal carcinoid is found in 0.46% of all organs 
removed with a pre-operative diagnosis of ap- 
pendicitis. While these tumors have the same _in- 
vasive characteristics as carcinoid tumors elsewhere, 
metastases from appendiceal carcinoids are exceed- 
ingly rare. It is postulated that growth of the lesion 
results in blockage of the small appendiceal lumen, 
thus giving rise to symptoms of appendicitis; with 
the present consciousness of the importance of early 
removal of the infected appendix, few of these organs 
containing carcinoids will remain in the body 
sufficiently long to allow metastases to occur. Suffice 
it to say that simple appendectomy is a curative pro- 
cedure in almost every case, and no further procedure 
should be contemplated unless there is definite 
evidence of metastases. 


Small bowel—A recent review by Grimes and Bell2 
indicates that carcinoids of the small bowel are more 
common than is generally appreciated. These tumors 
may occur anywhere in the small bowel, but they 
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.cem to have a predilection for the terminal ileum. 
‘they grow slowly, produce little if any bleeding in 
the intestine, and metastasize slowly to the regional 
\vmph nodes in the mesentery. Liver metastases, pre- 
sumably blood borne, have also been reported, but 
re uncommon. In their early stages, because of their 
location, these tumors are quite difficult to diagnose. 
he patient may present a variety of vague abdominal 
complaints, of which cramping pain and nausea are 
the most common. Repeated barium enemas and upper 
vastro-intestinal X-rays, including small bowel series, 
may be negative, and the patient may for that reason 
le stigmatized as a psychoneurotic. Occasionally, 
when barium is forced through the ileo-cecal valve 
during the course of a barium enema, the lesion in 
the terminal ileum may be visualized. As the lesion 
vrows, the direction of growth is usually intra-luminal, 
with an associated constriction of the diameter of the 
bowel, so that later in the course of the disease, the 
patient will present the typical symptoms, physical 
signs and X-ray findings of partial or complete small 
bowel obstruction. The picture of chronic progressive 
low small bowel obstruction, accompanied by anemia 
and weight loss, raises the possibility of the presence 
of carcinoid of the terminal ileum, although carcinoma, 
benign tumors such as fibroma, and inflammatory 
lesions such as regional enteritis must be considered 
in the differential diagnosis. As far as treatment is 
concerned, these lesions give the surgeon an unusual 
amount of satisfaction, because if he removes an 
adequate segment of bowel with the adjacent 
mesentery, the chances of cure are excellent, as com- 
pared with small bowel carcinoma, provided no distant 
metastases have occurred. Even in the presence of 
the latter, many years of asymptomatic life may follow 
resection of the primary lesion. 


The writer has observed three such lesions in this 
institution in the past 26 months. Two of them were 
in patients who had been previously classified as 
psychoneurotics, because of bizarre abdominal symp- 
‘oms and negative X-rays, but who finally presented 
themselves with the typical picture of chronic pro- 
gressive small bowel obstruction, and at operation 
were found to have carcinoids of the terminal ileum 
vith metastases limited to the adjacent mesenteric 
aodes. Wide resection and anastomosis was carried 
out in both cases, and these two patients have re- 
nained in good health, for one and two years re- 
pectively, without evidence of recurrence. A third 
»atient was entirely asymptomatic with regard to the 
ntestinal tract, but, at the time of a recent abdominal 
liysterectomy, she was found to have a small tumor 
£ the terminal ileum, with a tremendous mass of 
nesenteric node metastases; the lesion was proved 
microscopically to be a carcinoid, and a wide resection 
‘ncompassing the metastatic nodes in the mesentery, 
with end-to-end amastomosis, was accomplished. A 
haracteristic finding in these small bowel lesions is 
that the tumors are quite small, and give the bowel 
. constricted appearance at the site of the tumor. 
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Colon and rectum—Carcinoids of the colon and 
rectum usually give rise to no symptoms, or, at the 
most, mild rectal bleeding, during the early phases 
of the disease. Later on, depending on their location, 
they may give rise to the symptoms of large bowel 
obstruction, including abdominal cramps, abdominal 
distention, and decrease in the caliber of the . stool. 
Many of the smaller lesions are discovered by routine 
digital examinations of the rectum, barium enemas, 
or proctoscopies performed during the course of gen- 
eral physical check-ups. As has been emphasized so 
often, the occurrence of rectal bleeding demands these 
three examinations. These tumors of the large bowel 
seem to have less tendency to form annular obstruct- 
ing lesions, and also less tendency to metastasize, as 
compared to the small bowel carcinoids. However, 
that metastases do occur is attested by the reports of 
Horn,3 and Pearson and Fitzgerald.6 They may be 
polypoid in nature, with a long pedicle, or they may 
be sessile. It is felt that local excision of a polypoid 
lesion is sufficient in the way of treatment, provided 
that the tumor does not involve the stalk of the polyp. 
The sessile lesions often may be cured by local re- 
moval, with a small margin of surrounding mucosa 
and submucosa, providing that there is no invasion of 
the muscularis, and providing there is no evidence of 
regional node metastasis. Abdomino-perineal re- 
sections have been done for small lesions of this 
sort,7 but it seems unjustifiable to submit a patient 
to such a deforming and radical procedure in view 
of the known4,9 uncommon occurrence of metastases. 
Of course, if metastases are evident, or if the tumor 
cannot be removed easily by local excision, then a 
definitive resection such as is done for carcinomas is 
indicated. It should be noted that carcinoids of the 
rectum may be confused with small cell carcinomas 
by an inexperienced pathologist, and the distinction 
is important, since it governs treatment. Two such 
lesions of the rectum have been observed in this in- 
stitution, and reported elsewhere.4 These two pa- 
tients have survived 22 and 32 months respectively 
after local excision, without proctoscopic or other 
evidence of recurrence. 


In summary, carcinoids of the gastro-intestinal tract 
are not uncommon tumors which are of low-grade 
malignancy, growing slowly and metastasizing slowly. 
Appendectomy will be curative for the appendiceal 
carcinoid, and limited operative procedures will be 
sufficient for most cases of large bowel tumors of 
this type, but a more extensive resection will be 
necessary for small bowel carcinoids, because the in- 
cidence of metastases is higher in the latter. The 


prognosis for the treated patient in each instance is 
excellent. 
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MINUTES OF COUNCIL MEETING 
MYRTLE BEACH, S. C. 5/12/52 


Council was called to order by the Chairman, Dr. 
O. B. Mayer, at the Ocean Forest Hotel, Myrtle Beach, 
S. C., at 2:40 p. m. on May 12th. Others present were: 
Drs. Guess, Bozard, Thackston, McCants, Sease, 
Latimer, Price, Wyatt, Gressettee, Joe Cain, Jr., D. L 
Smith, Weston, Jr., Heyward, and Mr. Meadors. 

The minutes of the previous meeting were read and 
adopted as read. 

The Secretary was then called upon to bring to the 
attention of Council such matters as needed its at- 
tention. The following matters were brought up: First, 
two cases of grievance, one from Charleston, and the 
other from Columbia. Both had been referred to their 
respective local societies, and action had been taken 
in Charleston, and action is under consideration by 
the Grievance Committee of the Columbia Medical 
Society. Second, information had been furnished for 
the President concerning the delegates, notices to the 
committee chairmen, and names of councilors, mem- 
bers for the Nurses Board of Examiners, and members 
of the Board of Medical Examiners, whose terms ex- 
pire this year. Third, information about scholarships 
to the medical schools. Fourth, copies of the editorial 


from the A. M. A. titled Pensions for Physicians. Fifth, 
civil defense matters. Sixth, an invitation to join the 


National Society for Medical Research. Seventh, 
Honorary members and the latest on the membership 
and_ fellowship structure of the A. M. A. Eighth, 
credentials furnished for the delegates to the American 
Medical Association. 

Dr. A. C. Bozard brought up the matter of Dr. 
Kelly, Sr. being barred from the Georgetown Hospital. 
The status of Dr. Armstrong of Georgetown has been 
changed from his former status of being paid by the 
Hospital for any work done there. Dr. Armstrong is 
in independent surgical practice, paying rent for 
offices in the hospital, presenting and collecting his 
own fees. 

The following reports were presented: First, Editor 
of THE JOURNAL, Dr. Price reported a nice — 
on THE JOURNAL. Second, in the absence of Dr. 
Stokes, Treasurer, Mr. Meadors read his report. 
Finances were reported in good condition. Chairman 
of Council, Dr. Mayer, was commended by Council 
for the manner in which he managed a financial 
emergency during the prolonged absence of the 
Treasurer last summer. Third was the report of the 
Chairman of Council, Dr. O. B. Maver. Dr. Guess 
moved, seconded by Dr. Bozard, that the Chairman 
read his report with the statement that copies of the 
Treasurer's report be distributed to the House of 
Delegates. Fourth, the Business Manager and Director 
of Public Relations, Mr. Meadors, — his report. 
Fifth, the Secretary was asked to read the report that 
he had prepared to read to the House of Delegates, 
which he did. No comments. The Vice-President, Dr. 
J. B. Latimer, had no report; nor did Dr. L. P. 
Thackston, President-Elect. Sixth, the President, Dr. 
J. D. Guess, read his report, consisting largely of 
matters pertaining to the Blue Shield and the Blue 
Cross 


Due to the expiration of two terms, a death, and 
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two resignations, there were five vacancies on the 
Board of the Blue Shield and the Blue Cross. For these 
vacancies, Council nominated Dr. George Johnson, 
Dr. A. C. Bozard, Mr. W. W. Lawrence, Dr. J. P. 
Ashmore, and Mr. Graham Seagers. These were to 
presented to the Corporation Re election. 

Dr. Wells Brabham was nominated by Dr. Sease, 
seconded by Dr. Cain, to fill a vacancy on the Execu- 
= Committee of the South Carolina Medical Care 

an. 

A committee for news releases to the press was ap- 
pointed consisting of the Editor of THE JOURNAL, 
the Business Manager, and the Secretary. 

Dr. Price explained some of the » a es in the 
Constitution and By-Laws. Dr. Cain moved, seconded 
by Dr. Weston, that the insurance men be heard at 
some future meeting, for the explanation of the group 
insurance plan for disability, life insurance, and _ re- 
tirement insurance. 

Dr. Weston moved, seconded by Dr. Mayer, that 
Dr. Harry S. Mustard’s name presented to the 
House of Delegates for election to the S$. C. M. A. as 
an Honorary Fellow, in appreciation for most valuable 
and timely services rendered, concerning the State 
Board of Health. 

Dr. Wyatt moved, seconded by Dr. Smith, that 
gold button awards for fifty years practice in the 
State, be continued. This was passed. 

Dr. Guess then invited Council and their wives to 
a cocktail party in his room immediately following 
adjournment. 

Council was recessed at 5:00 p. m. to reconvene at 
9:00 a. m. on May 13th. 

Tuesday, 9:30 a. m., May 13th 

The meeting was called to order by the Chairman, 
Dr. Mayer. The meeting was for the purpose of hear- 
ing the report from the Woman’s Auxilliary. There 
were 14 members of Council present. 

The Secretary of the Association was appointed to 
escort the President of the Woman's Aunlia. , Mrs. 
Kirby Shealy of Columbia, into the meeting; and, any 
other member of the Auxilliary wishing to attend. Mrs. 
Shealy gave her report on the activities of the Auxil- 
liary during the year. Mrs. Whetsell of Orangeburg, 
President-Elect, gave a short report on the planned 
activities for the coming year. Mrs. D. A. Wilson of 
Greenville, Treasurer of the Auxilliary, gave a de- 
— financial report, and furnished a copy for Coun- 
cil. 

Dr. Weston, Jr., asked that the efforts of the Auxil- 
liary be used to help get parent-teacher’s associations 
over the state to oppose socialized medicine influences 
in the schools. Dr. J. D. Guess, President, and Dr. 
Thackston, President-Elect, endorsed this heartily. Dr. 
Weston then put this in the form of a motion, 
seconded by Dr. Wyatt. This was passed. 

Recessed at 9:50 a. m. to meet again at 9:00 a. m., 
May 14th. 

Wednesday, 9:00 a. m., May 14th 

The meeting was called to order on May 14th, 9:00 
a. m. by the Chairman. A quorum was present. The 
main purpose was to receive two nominations by the 
Councilors from each district for members of the 
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OUR NEW OFFICERS 


The Journal wishes to extend its congratulations to 
those men who have been selected as our leaders for 
the coming year. It is our sincere belief that they 
have the ability and determination needed to carry 
on our Association’s work successfully. 

Dr. Lawrence Thackston brings to the presidency 
a wealth of experience—veteran of World War I and 
Il, he has served as president of his district society, as 
a member of council for a decade, and on special 
committees for the Association. He is a urologist and 
a leader in scientific medicine in his section of the 
section. A man of courage, who does not hesitate 
to express himself, but a man who is also fairminded, 
willing to hear the other man’s point of view—he has 
the capacity for leading others. 

Chosen as President-elect is Dr. C. R. F. Baker of 
Sumter. Prominent surgeon, past-president of his 
county and district society, councilor from his district 
for nine years, Dr. Baker is extremely popular—as 
evidenced by his unanimous election — and well 
qualified to assume the duties of his new office. 

Dr. George D. Johnson of Spartanburg is the new 
Vice-president. Well known pediatrician, leader in his 
own district, active member of the §S. C. Medical 
Service Plan Board of Directors, Dr. Johnson brings 
to the Association and Council a viewpoint that 
should prove healthy. 

Our Secretary is Dr. Robert Wilson, Jr. of Charles- 
ton. A man of many activities and interests—internist, 
teacher, civic leader, member of city council, secre- 
tary of the Medical Society of $. C. (i.e. Charleston 
county medical society) for many years—Dr. Wilson 
is well equipped for his new office. 

We expect great things from these new leaders of 
ours and we beg for them the support and cooperation 
of all the members of the Association. 


S. C. GRIEVANCE COMMITTEE 


At long last, our Association has established a 
Grievance Committee. The final action was taken by 
our House of Delegates at its recent annual session 


when it adopted the broad principles under which 
the committee will operate and elected the members 
who will serve. 


The committee will be composed of nine men, one 
from each medical district of the state. These men 
will select their own chairman. It will be their function 
to receive any complaints against the professional or 
ethical work of any member of the Association and to 
attempt to work out an amicable adjustment. Com- 
plaints must be in writing and both parties to the 
misunderstanding will be asked to present their case. 
The first attempt to settle the difficulty will be made 
by a small committee of three, and if this cannot be 
done the matter will be referred to the entire com- 
mittee. Should the committee decide that specific 
action ought to be taken against a physician for un- 
ethical conduct, the matter will be referred to the 
Council for final action. 


We are delighted that the plunge has been taken 
and that the committee will soon be functioning. It 
will not only help us to “clean our own house” of 
that very small number who are a discredit to the 
profession, but it will show the public that we are 
not unmindful of our own weaknesses and mistakes 
and are anxious to correct them. 


1952 ANNUAL MEETING 


The annual meeting of 1952 is now history, but 
as we think back upon its proceedings there are cer- 
tain memories that stand out in sharp relief. 


Dr. J. D. Guess, our retiring president, made an 
excellent presiding officer and handled the business 
with fairness and dispatch. Having sessions of the 
House of Delegates on successive days allowed more 
time for discussion and deliberation. The reference 
committees functioned well and although the work 
was new to the various chairmen, they performed 
their tasks with efficiency. The question of having a 
Speaker of the House evoked quite a bit of argument 
—and this is healthy. The invitation to meet next 
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year in Columbia was accepted but there are still 
those who think that Myrtle Beach should be the 
perrenial site for the meeting. The scientific papers 
were of high calibre. The banquet was well attended, 
was handled well, and Dr. McSween’s address was 
well received. 


All in all, it was a good ending for those officers 
who went out of office and a fine beginning for those 
who now take over the reins. 


SUPREME COURT RULES IN FAVOR OF 
OREGON MEDICAL SOCIETY 


The United States Supreme Court in a seven to one 
decision April 28, dismissed an appeal of the govern- 
ment against the Oregon State Medical Society, eight 
county medical societies, Oregon Physicians Service, 
and several physicians who are or were officials of 
these organizations. Previously a U. S. District Court 
had ruled against the government’s antitrust violation 
charge and a direct appeal had been taken to the 
U. S. Supreme Court. 


The controversy in Oregon began in 1936 when the 
medical society opposed contract practice of medicine 
sponsored by private firms and commercial insurance 
companies. At that time the medical Society charged 
that medical treatment and service was dependent 
upon company approval and in some cases the advice 
of physicians was disregarded. The medical society 
raised the ethical objection that third parties were 
entering the doctor-patient relationship. The medical 
society in an effort to bring about reform of prepaid 
medical service within the state, decided in 1941 to 
render itself such service on a nonprofit basis. After 
seven years of successful operation of the society plan 
the government brought suit charging the society with 
monopolizing the business of providing prepaid medi- 
cal care within the state. 


The Supreme Court said at one point, “Objections 
of the organized medical profession to contract prac- 
tice are both monetary and ethical. Such practice 
diverts patients from independent practitioners to con- 
tract doctors. It tends to standardize fees. The ethical 
objection has been that intervention by employer or 
insurance company makes a tripartite matter of the 
doctor-patient relation. Since the contract doctor owes 
his employment and looks for his pay to the employer 
or the insurance company rather than to the patient, 
he serves two masters with conflicting interests. In 
many cases companies assumed liability for medical 
or surgical service only if they approved the treatment 
in advance. There was evidence of instances where 
promptly needed treatment was delayed while obtain- 
ing company approval, and where a lay insurance 
official disapproved treatment advised by a doctor.” 


And at another point the Court said, “Since no con- 
certed refusal to deal with private health associations 
has been proved, we need not decide whether it would 


THe JouRNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 


June, 1952 


violate the antitrust laws. We might observe in pass- 
ing, however, that there are ethical considerations 
where the historic direct relationship between patient 
and physician is involved which are quite different 
than the usual considerations prevailing in ordinary 
commercial matters. This Court has recognized that 
forms of competition usual in the business world may 
be demoralizing to the ethical standards of a profes- 
sion. 


Mr. Justice Clark, who was formerly the Attorney 
General of the United States, took no part in the 
consideration or decision of the case, probably for the 
reason that the government suit was commenced dur- 
ing the time while he was serving as Attorney General. 


Mr. Justice Black, the lone dissentor, did not write 
a minority opinion. The majority opinion was written 
by Mr. Justice Jackson. 


IN RETROSPECT 


The 1952 annual meeting of the South Carolina 
Medical Association ended in a brilliant climax, with 
the loveliest banquet we have had in many years. 


Plans for this mecting began shortly after the meet- 
ing last year, and many people contributed to its suc- 
cess. The banquet hall was beautifully decorated by 
Mrs. Shealy’s committee on arrangements, headed by 
Mrs. Lippert. These ladies worked in excellent taste 
and with enthusiasm. Mrs. George C. Brown, Jr. 
graciously played selections on the piano while the 
group was being seated. Dr. McSween, the after- 
dinner speaker, was in fine fettle, and he held the 
interest of his audience throughout his talk in which 
his thesis, how to live successfully, was generously 
interspersed with humorous stories of doctors and the 
lives they lead. 


The scientific program was well attended and 
proved to be interesting and instructive. Dr. John 
Rainey and his committee had planned well. The 
papers were well prepared, well presented, and the 
speakers contained themselves within the time limits 
set for them. 


Dr. L. C. Reid of New York furnished the highlight 
of the program in two addresses dealing with the 
subject of salt and water balance. 


A careful reading of the minutes of the meeting of 
the House of Delegates will reveal several interesting 
things. The special committee on revision of the Con- 
stitution and By-laws had done their task in a com- 
prehensive manner. The committee had provided for 
the contingency of adoption by the House of the pro- 
posed amendment which would have created a 
speaker of the House. (The proposal received con- 
siderable opposition and failed to receive a two- 
thirds favorable vote and so was lost.) It, also as a 
basis for discussion next year after it has lain on the 
table for one year, included in its report a proposed 
constitutional amendment limiting the tenure of 
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membership of past presidents in the House to five 
vears. There has developed a misunderstanding on 
the part of many regarding this inclusion. The special 
committee did not endorse or recommend the adoption 
of this amendment. They had no such power. How- 
ever, notice had been served that one or more resolu- 
tions bearing on tenure of membership of past presi- 
dents in the House would be introduced. The in- 
clusion of such a provision in its report provided an 
orderly way for the reception of such a motion and 
its referral to the table, and for its consideration next 
year. At that time, the whole proposal may be killed, 
adopted as made, or amended in any way that the 
House desires. Proposed changes in the By-laws were 
presented which will remove denial of membership 
in the Association to negro members of constituent 
county societies. This was in line with the report of 
a special committee which had studied the petition of 
negro doctors for admission as members of the Asso- 
ciation. 


The committee searched the minutes and_ in- 
corporated in their report all amendments to Con- 
stitution and By-laws which had been made since 
1944. The whole matter of committees was revised 
in the report of the committee. Several standing com- 
mittees were dropped, because of changed conditions, 
and a system of legislation by reference committees 
was recommended. This report of the special com- 
mittee was referred to a reference committee, with 
Dr. Kenneth M. Lynch chairman. Several interested 
delegates attended the hearing by Dr. Lynch’s com- 
mittee, and a new report was prepared, which in the 
main paralleled the report of Dr. Price’s special com- 
mittee. Dr. Lynch moved the adoption of his report 
as a whole. The chair reminded the delegates that this 
motion to adopt as a whole could be passed, killed or 
amended, and if amended, it could be by deletion of 
or addition to any of its proposals. Further, if the 
resolution to adopt as a whole was killed, the report 
could be taken up item by item for disposal. The 
resolution to adopt as a whole carried easily. 


Other matters of business were largely routine and 
were not controversial and consisted mostly of 
adoption of committee reports. 


Dr. Dick Baker was the only nominee for president- 
elect, and he was elected by acclamation. Dr. Barney 
Heyward would not allow his name to go up for re- 
election as secretary, and he nominated Dr. Robert 
Wilson, Ir. for that position. Dr. Wilson was 
unanimously elected. 


The House voted to go to Columbia for next year's 
meeting—the question being decided by a maiority 
of one vote. The chair hoped for a tie. so that he 
could cast the deciding vote for Myrtle Beach. The 
fact that conditions, facilities and courtesies had been 
so greatly improved over those of the last several 
years, and the fact that the Association and _ its 
guests occupy the entire hotel during its stay, and 
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the recreational facilities afforded by a beach resort, 
would have determined his vote. 


The success of the meeting in all of its phases was 
brought about by the capable and enthusiastic co- 
operation of many individuals, and no one man or 
group should receive all of the credit for it. May I 
take this opportunity to express my sincere thanks to 
these numerous individuals? During the year, I was 
extended many courtesies and was pledged un- 
solicited cooperation and support by many individuals. 
I am humbly grateful. 

It is my opinion that the Association has entered a 
new era of harmony, cooperation, and usefulness to 
the profession and through it, to the people of our 
state. Under the able leadership of Dr. Thackston 
and with the same kind of support given me, it can- 
not be otherwise. 

J. Decherd Guess, M. D. 


DOCTOR, YOUR STATISTICS ARE 
SHOWING 


The AMA’s Membership Department has gone 
mechanical. To facilitate the processing of member- 
ship records, more than 350,000 IBM cards—approxi- 
mately two and one-third cards per AMA member— 
have been added to the Department's files. These 
cards contain statistics such as the physician’s dues 
payment, specialty, medical school, date of gradua- 


tion, address and birth date. This new system will 
make possible a record of membership which can be 
readily tabulated and processed. 


GUIDED TOURS OF AMA 
HEADQUARTERS 


If you are planning to visit Chicago this year, plan 
to take advantage of the new guided tour service at 
AMA headquarters. Here’s a chance to see your 
Association firsthand. This service will be available 
during the AMA annual session, and all attending the 
convention are invited to visit 535 North Dearborn 
Street. Guided tours will leave the AMA front lobby 
every hour on the hour from 9 a. m. to 4 p. m., June 
9 to 13. This tour program is to be a permanent AMA 
service. 


NEW PHYSICAL LABORATORY 


Latest addition to AMA headquarters in Chicago is 
the new physical laboratory which was opened last 
month for testing of devices submitted to the Council 
on Physical Medicine and Rehabilitation. Dr. Frederic 
T. Jung, director of the laboratory, says that the 
majority of the laboratory’s work is concentrated on 
testing actual mechanics of new devices submitted by 
manufacturers to the Council. This supplements the 
clinical testing which will continue to be done by 
practicing physicians who cooperate with the Council 
in this way. The results of physical and clinical test- 
ing are referred to the Council for evaluation and ap- 
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NEW PAMPHLET ON COST OF SICKNESS 


To create a better understanding of one of the 
major causes of patient-doctor misunderstanding—the 
cost of illness—a new pamphlet has been designed 
for public distribution. Entitled “Your Money’s Worth 
in Health,” the booklet stresses the various aspects 
of patients’ medical bills and the cost of illness in 
relation to the national income. The pamphlet shows 
graphically that the cost of illness has not risen as 
much or as rapidly as other consumer goods. This 
illustrated eight-page pamphlet soon will be made 
available to AMA members and medical societies for 
distribution to the general public. 


STUDENT AMA GROWS 


Three new chapters have applied for membership 
in the Student American Medical Association, bring- 
ing the total number of active and provisional chapters 
to 47. The new groups are located at Western Reserve 
University, the University of Southern California and 
the State University of New York at Brooklyn. 
Organizational plans are being developed at other 
schools, including Northwestern, Vanderbilt, Tennes- 
see, Cincinnati, New York Medical College, Iowa, 
North and South Carolina, Minnesota and West Vir- 
ginia. Recently, the SAMA’s executive council voted 
to change the annual meeting date from December 
to June, effective with the 1953 meeting. 


DEATHS 


ALLEN HUGGINS JOHNSON 


Dr. Allen H. Johnson, 41, died suddenly May 13 of 
a heart attack which occured while he was working 
in the hospital. 


A native of Georgetown county, Dr. Johnson re- 
ceived his education at the University of S$. C. and 
the Medical von of S. C. (Class 1934). Following 
a surgical interneship and residency at Columbia Hos- 
pital, he practiced surgery at the James L. Martin 
Hospital in Mullins for two years. He then moved to 
Hemingway where he opened the Johnson Memorial 
Hospital, of which he was owner and chief surgeon. 
Over the years he built up a large following and 
carried on an extensive practice. 


In addition to his professional work, Dr. Johnson 
was engaged in many community and business proj- 
ects. He was past president of the Hemingway Civitan 
Club, a director’ of the Anderson State Bank of 
Hemingway, a member of the Hemingway Methodist 
Church, and a past-president of the Williamsburg 
County Medical Society. 


Dr. Johnson is survived by his wife, the former 
Miss Mae Burgess, and two sons. 


JOHN W. WICKLIFFE 
Dr. John W. Wickliffe, 87, died recently at his home 


in West Union. He had spent several years in retire- 


ment after some sixty years of general practice. 
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A full column editorial in the Walhalla Keowee 
Courier testifies to the esteem in which Dr. Wyckliffe 
was held by those who knew him—and the number 
was great. A few sentences from that editorial tell 
their own story: 


“A colorful and humanitarian portion of Oconee 
county’s r* went into history last week with the 

ssing of a widely-beloved man who did more than 

is share to make that past a dedicated one. ... . 
Hardly a family in the upper portion of Oconee— 
and in many cases the lower section as well—was not 
helped along the road of life at some time by the 
good doctor. .... Even today there are hundreds of 
people who can tell you first-hand of anxious nights 
when the stately little doctor saved a life by perform- 
ing operations on the kitchen table of some farm 
house while an anxious father, mother or husband 
held the lantern to furnish him light for seeing. 


“What we personally always felt was a fitting 
anecdote in the life of Dr. Wickliffe was the fact that 
his grandchildren called him by the loving nickname 
of “Daddy Luke.’ The phrase referred, of course to 
Luke, the good physician of Biblical renown.” 


OSCAR PATRICK WISE 


Dr. Oscar P. Wise, 74, general practitioner of 
Saluda, died at the Columbia Hospital on April 24. 

A native of Saluda county, Dr. Wise received his 
education at Newberry College and Tulane Medical 
School (Class 1904). After receiving his medical de- 
gree he returned to his native community and entered 
general practice. At first with horse and buggy, then 
with car he ministered to patients of the entire county. 
Ever cheerful, he carried a smile as well as medical 
care to those who sought his services. One of his 
favorite jests was that 90 percent of patients would 
get well if the doctor called and 95 percent would 
get well if he did not call. 


Dr. Wise was a loyal member of his profession. He 
was a regular attendant upon medical meetings. He 
served with distinction as a medical officer in World 
War I and as a medical examiner in World War II. A 
great lover of sports, both afield and on the athletic 
grounds, he had recently completed a fishpond. He 
rs . life member of the Mt. Pleasant Lutheran 

urch. 


Dr. Wise is survived by his son, Dr. Allen C. Wise 
of Saluda. 


NEWS ITEMS 


Dr. James Albergotti of Orangeburg has been 
elected president of the Eighth District Medical 
Society. Dr. A. B. Preacher of Allendale, was named 
Vice President, and Dr. Hyman Marcus of Orange- 
burg was made Secretary-Treasurer. 


Dr. J. B. Berry, Jr. is now located in Marion as an 
associate of Dr. E. M. Dibble. 


Dr. T. K. Fairey has resumed his 


ractice in 
Johnston in order to relieve the shortage of physicians 


caused when Dr. Zack Gramling moved to Orange- 
burg. Dr. Wells Riley is ge to begin practicing 
at Johnston sometime in July. 


- 
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Dr. Richard Goode Christopher of Landrum cele- 
brated his eighty-ninth birthday recently. Dr. 
Christopher practiced medicine until his retirment 
several years ago. 


Dr. William H. Prioleau of Charleston has been 
clected President of the Association of Surgeons of 
the Southern Railway System. 


Dr. Luis Fernandez, Jr. has opened offices for the 


practice of medicine in Aiken. 


Dr. John Boone of Charleston was re-elected Presi- 
dent of the South Carolina Heart Association, and 
Dr. A. Izard Josey of Columbia was named Vice 
President. 


Dr. G. R. Wilder of Bishopville, was recently 
elected President of the newly organized Lee County 
Medical Society. Dr. Robert Hicks was elected Vice 
President and Dr. Harvey McLure, Secretary-Treas- 
urer. 


Dr. Kenneth Lawrence of Florence attended the 
meeting in Southern Pines of the North and South 
Carolina Obstetrical and Gynecological Society. 


Dr. Z. W. Gramling, who has been practicing in 
Johnston for the past several years, has moved to 
Orangeburg where he will practice. 
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Dr. T. A. Pitts of Columbia, has been selected as 
the South Carolinian who made the most distinguished 
contribution to the cancer control program during 
1951. Dr. Pitts was presented a medal and citation at 
the spring meeting of the of directors of the 


South Carolina Division of the American Cancer 
Society held in Columbia. 


Dr. Charles B. Hanna has announced his association 
with Dr. Walter D. Hastings, Jr. in the practice of 
general surgery at Spartanburg. 


DOCTOR WANTED 


The State Training School at Clinton invites any 
good doctor, qualified to practice in South Carolina, 
to communicate with its Superintendent with refer- 
ence to associating with the institution for permanent 
service. Residence and other perquisites offered, with 
reasonable salary as a beginning, and promotion after 
a relatively short service. 


LOST 


Lady from Charleston lost star shaped lady’s pin at 
ant meeting at Ocean Forest Hotel. Had sentimental 
value. 

If anyone knows anything of this pin, please notify 
Editor. 


THE TEN POINT PROGRAM 


M. L. MEADORS. DIRECTOR OF PUBLIC RELATIONS AND COUNSEL 


PROPOSAL FOR SOCIALIZED MEDICINE 
DEFEATED 


What undoubtedly will prove to have been the 
closest brush during the life of the present Congress, 
with the advocates of national compulsory health in- 
surance, occurred on Monday, May 19th, when the 
House failed to pass by the necessary majority of two- 
thirds, H. R. 7800, denominated “Social Security 
Amendments of 1952.” 

The account of the origin and efforts by its sponsors 
to rush the measure through the Congress, throws a 
new and revealing light upon the extent to which 
the Administration supporters are willing to go in 
their effort to expand the field of socialistic activities 
of our Government, and especially to adopt a national 
system of socialized medicine. 

H. R. 7800, on its face, appeared innocent enough. 
In fact, it would have provided changes in the existing 
Social Security statutes which seemed generally to be 
conceded as desirable, and which undoubtedly would 
have had the approval of the majority of the members 
of both Houses of Congress. Whatever may be the 
basic thinking of any citizen of the United States 
with respect to the wisdom of a system of social 
security and old-age and survivors’ insurance, that 
system is already here and may as well be accepted 
by everyone. Since 1935, when it was originated in 
the United States, it has grown immensely and has 


become an integral part of our concept of government. 
There is, in short, no prospect whatever that it will 
ever be abolished as long as the financial structure of 
the United States is able to support it, and, of course, 
its bitterest opponents would hardly wish the coun- 
try to reach such an economic state that it would be 
unable to do so. 

Given, therefore, the system of social security, it 
is natural that the members of Congress and the 
voters will expect it to be kept intact and to be ex- 
panded and improved at intervals. It is not surprising 
then, to find that many members of Congress would 
have favored a number of the provisions for expansion 
of benefits contained in the 1952 version of the 
amendments to the Social Security Law, and included 
in H. R. 7800. 


According to the Bill’s title, its purpose was “To 
amend title II of the Social Security Act to increase 
old-age and survivors insurance benefits, to preserve 
insurance rights of permanently and totally disabled 
individuals, and to increase the amount of earnings 
permitted without loss of benefits, and for other pur- 
poses. 


The joker, the porticn which would have meant a 
huge stride toward the goal of socialized medicine in 
the United States, was inserted in Section 3, without 
benefits of notice to the unwary and unsuspecting 
Congressman. It seems to have been generally con- 
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ceded after the vote, that the provisions of this Section, 
on which the issue actually was fought out, were re- 
sponsible for the Bill’s defeat. Fortunately, its full 
implications were recognized in time and they were 
brought to the attention of the members of the House 
with sufficient force and clarity to insure that result. 


Section 3, which contained the dynamite, was 
headed “Preservation of insurance rights of per- 
manently and totally disabled.” After nimerous para- 
graphs of definition of the terms “quarter of cover- 
age” and similar verbiage so common to all of the 
social security statutes, subparagraph (e) would have 
included a new section relating to “Examination of 
Disabled Individuals.” 


EXAMINATION OF DISABLED INDIVIDUALS 
SECTION 220— 


The Administrator shall provide for such examina- 
tion of individuals as he determines to be necessary 
to carry out the provisions of this title relating to dis- 
ability and periods of disability. Examinations author- 
ized by the Administrator may be performed in exist- 
ing facilities of the Federal Government if readily 
available. Examinations authorized by the Administra- 
tor may also be performed by private physicians, or 
by public or private agencies or institutions, designated 
by the Administrator for the performance of such ex- 
aminations; and the cost of such examinations shall be 
paid for by the Administrator, in accordance with 
agreements made by him, either directly or through 
appropriate Federal or State agencies. In the case of 
any individual undergoing such an examination, he 
may be paid his necessary travel expenses (including 
subsistence expenses incidental thereto) or allowances 
in lieu thereof. Payments authorized by this section 
may be made in advance of or as reimbursement for 
the performance of services or the incurring of cb- 
ligations or expenses, and may be made prior to any 
action thereon by the General Accounting Office. 


With some eight out of ten people in the United 
States covered by the provisions of the Social Security 
statutes, the number of examinations which might be 
required in the years to come cannot be estimated, 
but the extent to which this provision would have 


been used can well be imagined. 


To say nothing of the number, extent and frequency 
of such examinations, the authority thus attempted to 
be given to the Federal Security Administrator is 
directly in line with the proposals which have been 
made to the same effect in the several bills heretofore 
introduced providing for compulsory health insurance. 


This far-reaching expansion of the social security 
system, an effort, in the words of one of the Congress- 
men who participated in the debate, to “sneak social- 
ized medicine in through the back door,” well-hidden 
within the deep confines of the bill providing for the 
extensive social security amendments, was introduced 
in the House and referred to the Ways and Means 
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Committee on May 12th. It was reported out of the 
Committee on May 16th, and “brought to the House 
floor for passage under a virtual gag rule on May 19th. 
Thus, a total of only four days elapsed from the time 
the bill was introduced until it was reported out of 
Committee, and only three days elapsed until it was 
brought up for final consideration.” 


The extent to which the fate of the bill turned on 
the issue of socialized medicine and the unwarranted 
authority provided for the Federal Security Ad- 
ministrator, is indicated in the following extracts from 
the statements of several members of the House in 
the course of the brief debate: 


MR. REED OF NEW YORK: 


One of the things we object to, of course, is the 
fact that we have had no opportunity to be heard. 
We were called into executive session, and this bill 
was forced out over our earnest request that in all 
fairness we have a hearing on the bill. The other ob- 
jection we have to the bill is the fact that it is opening 
the door to socialized medicine. I do not care who 
takes the floor and tries to sidestep that issue—it is 
here. So when you come to vote on this bill, you can 
just figure that if you vote for it under this suspension, 
which you cannot amend and where you have no 
opportunity to offer a motion to recommit, then you 
are voting for socialized medicine. It is a very clever 
device to mislead the House. They have baited the 
trap very well, with certain benefits, which, of course, 
I say we are not objecting to; we just do not like this 
type of socialized-medicine legislation, nor this way 
of bringing something in here at a time when the 
people who are opposed to the bill have no op- 
portunity to wire in because there is a Western Union 
strike. The opponents only heard of it a few hours 
ago. They have tried to get their telegrams in. Many 
of you have had them delivered to you personally, 
and some have come in by special delivery letters. 
Many of them have to use the long-distance telephone, 
and still they cannot get their objections across as to 
socialized medicine. 


The great issue presented by H. R. 7800 is whether 
we in the legislative branch of the Government are 
now to surrender our prerogatives and our duty under 
the Constitution to the Federal Security Agency, 
headed by Mr. Oscar Ewing. The question is just that 
simple. 


DR. JUDD OF MINNESOTA: 


It has been said here today that the opposition to 
this bill just came up in the last few hours. How 
could it have come up earlier? I see that the bill was 
not introduced until May 12, and it always takes 
time for bills to be discussed in committee, especially 
bills of the length and scope of this one. But it was 
reported out on May 16, only last Friday. How could 
the American people or even Members of Congress 
examine it, come to considered conclusions, and 
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Clinical Results* with Banthine Bromide 


(Brand of Methantheline Bromide) 


22 Published Reports Covering Treatment of 1443 Peptic Ulcer Patients with Banthine 
Comprising the reports published in the literature to date which give specific facts and figures of the results of treatment 


AUTHORS 


TYPES OF ULCERS EVIDENCE OF HEALING 


Jejunal | Stomal 


Comoh 
4 of Drug? Moderate 


Grimson, Lyons, Reeves 7 


Friedman 


Bechgaard. Nielsen. Bang. 
Gruelund, Tobiassen 


McHardy, Browne, Edwards 
Marek, Ward 


Segal, Friedman, Watson 


Brown, Collins 


Asher 


Rodri dela 


Rossett, Knox, Stephenson 


TOTALS 7 


PERCENTAGES 12 


6. Two with symptoms only; no demonstrable ulcer. 

7. Three were psychopathic patients and one had a ventricular ulcer of the lesser curvature. 

8. Roentgen findings after treatment period of two weeks, forty seven had duodenal deformity. 

9. All returned to work within a week. 

10. In these four, after relief of symptoms, Banthine was discontinued 
because of urinary retention. 


During the past two years, more than 200 ref- 
erences to Banthine therapy in peptic ulcer 
and other parasympathotonic conditions have 
appeared in medical literature. Of these re- 
ports, 22 have presented specific facts and 
figures on the results of treatment in a total of 
1,443 peptic ulcer patients, 67.8 per cent of 
whom were reported as chronic or resistant 
to other therapy. These results are tabulated 
above and show: 

“Good” relief of symptoms was obtained in 
81.3 per cent of the 1,405 patients on whom 
reports were available. 

“Complete” evidence of healing was ob- 
tained in 70.5 per cent of the 883 patients on 
whom reports were available. 

In all but 9.7 per cent, relief of pain was 
“good” or “fair.” In all but 22.9 per cent, evi- 
denceof healing was“ 


During treatment, 26 patients required sur- 
gery or developed complications other than 
ulcer which required discontinuance of the 
drug before results could be evaluated. 


Of the remaining 1,417 patients, only 3.7 per 
cent experienced side effects sufficiently an- 
noying to require discontinuance of the drug. 


*Volume containing complete references, with abstracts 
of 39 additional reports, will be furnished on request by 


G. D. Searue & Co., P. O. Box 5110, Chicago 
80, Illinois. 
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1. Not included in tabulations 
2. Included in “Relief of Symptoms” as “Poor” and 
4. Of which seven were penetrative lesions and five partially obstructive. 
5. No symptoms were present in four. 


170 
register their convictions except in the last few hours? 
MR. SIMPSON OF PENNSYLVANIA: 


Further, the bill now before you was undoubtedly 
written in every detail by Mr. Ewing and his assistant, 
Mr. Cohen, of the Federal Security Agency, and is a 
political bill. Probably no Member of the House 
objects to the increase of the primary awards on 
retirement, about $5 a month, and Mr. Ewing seeks 
to use this bait to stampede through the House this 
legislation which also includes what appears to be 
Mr. Ewing's pet desire in life, namely, to socialize the 
practice of medicine in the United States. 


Our citizens, in all walks of life, have repeatedly 
stated that they do not want socialized medicine here, 
which to them means they do not want any Federal 
agency telling them who their doctor shall be. 


More than 60,000,000 of our workers are under 
social security. This bill would permit Mr. Ewing to 
set up a Federal bureau which could authorize by 
name, and otherwise limit, the doctors who would 
pass upon the physical condition of those who hope to 
retire under social security laws. This must not be 
allowed and the House should emphatically reject 
H. R. 7800 when we vote in a few minutes on 
suspension of rules. 


MR. REES OF KANSAS: 


Mr. Speaker, it is unfortunate this bill should be 
brought to the floor of the House under suspension 
that does not permit amendments of any kind and 
provides for a limit of only 40 minutes debate. The 
time is divided among only a half-dozen Members of 
the House. 


A bill amending the Social Security Act is entitled 
to the fair consideration of the Members of the House 
and is entitled to be open for amendments on the 
floor. It is an important piece of legislation and should 
be carefully considered. 


I am in favor of most of the provisions in this bill— 
those that provide for increases in benefit amounts. It 
should be observed that the increased benefits in this 
measure are small. It should also be observed that the 
liberalization provisions in this bill are smaller than 
they appear. 


My principal obiection to the bill is with regard to 
the provisions that border closely on socialized medi- 
cine. According to statements made on the floor, this 
bill opens the door for socialized medicine. 


Of course, Members have not had a ¢éhance to ex- 
amine or study this bill. As a matter of fact, copies 
were only made available over the weekend. The re- 
port, consisting of 50 pages, was filed only 3 days ago. 


I do not want to be in the position of supporting a 
bill that either directly or indirectly provides for 
socialized medicine. The proper thing, as I see it, 
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with respect to such an important measure, is for the 
committee to reconsider this proposal and bring to 
the floor a bill that deals only with amendments to 
the Social Security Act. Members can then be per- 
mitted to vote on the bill after it has been thoroughly 
considered and subjected to amendment and debate. 


All of the members of the House of Representatives 
from South Carolina were advised of the views of the 
profession on Saturday, May 17th, and requested to 
support an effort to defer action on the measure at 
least until public hearings could be held. We were 
pleased to note in the record of the roll call vote, the 
names of Representatives L. Mendel Rivers of the 
First District, John J. Riley of the Fifth, and John L. 
McMillan of the Sixth District, as voting against the 
motion to suspend the rules and pass the bill. 


MINIMIZING TAXES* 


Businessmen recognize the importance of adequate 
liquidity in the daily operation of a business enter- 
prise. Liauid funds, for example, are essential to meet 
payrolls, to purchase inventory and supplies, to ex- 
pand production under certain conditions, and to pro- 
vide against unforeseen contingencies and emergencies 
which may arise. When business ventures are not 
successful, statistics indicate that many such failures 
are due largely to insufficient cash or inadequate 
working capital. 


Unfortunately, many property owners fail to 
recognize that the settlement of an estate, insofar as 
liquidity is concerned, is somewhat like the operation 
of a business. Cash is needed for the obligations 
which death creates. Every estate, therefore, should 
be provided with adequate funds to facilitate its 
prompt and economical settlement. For the same 
reasons that a business mav fail if its obligations can- 
not be met on schedule, the settlement of an estate 
may result in severe economic loss if the liquidity 
available is insufficient. 


Death Creates Debts—Every estate, regardless of 
its size or composition, must be settled upon the death 
of the property owner. In the settlement of an estate, 
the executor is required to pav all of the decedent's 
just debts, taxes and the costs of settling the estate. 
If ready funds are not available, valuable assets may 
have to be sold—possibly under forced conditions or 
on an unfavorable market at a fraction of their real 
value. 


Debts are Sometimes Accelerated—In certain in- 
stances, an individual’s death will accelerate obliga- 
tions which were not due during his lifetime. This 
happens, for example, in the case of demand 
promissory notes and money which may have been 
borrowed for business purposes on the strength of 
the decedent’s reputation or his business experience 


*Extracts from a bulletin bearing this title issued by 
Connecticut Mutual Life Insurance Co. 
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and ability. If the estate is not in a position to repay 
these obligations conveniently, both the property in- 
terests and the future security of dependents may be 
jeopardized. 


Taxes May Be a Formidable Item—Death taxes— 
both state and federal—often constitute one of the 
major debts which death creates. The federal estate 
tax, for instance, is determined by the fair market 
value of a person’s estate, and it applies to all prop- 
erty which an individual leaves.* It is important to 
recognize that an individual’s estate for federal tax 
purposes includes not only the value of all property 
which passes under his will but also life insurance 
which he owned or on which he paid the premiums 
directly or indirectly, and jointly owned property with 
the right of survivorship which was purchased with 
the decedent’s funds. 


In addition, property which a person did not own 
on the date of his death may sometimes be taxed in 
his estate for technical reasons. This is true in the 
case of gifts which were made in contemplation of 
death within three years of death, or other gifts over 
which the donor retained control until the time of his 
death. 


The Effect of Inflation—Inflation is a complicating 
factor. The current upward spiral, for example, has 
been responsible for giving many persons an estate 
tax problem where none existed before and for in- 
tensifying the problems of others. 


The federal estate tax is determined by the dollar 
value of property, measured in terms of dollars, has 
increased substantially even though the relative value 
of a specific asset may have remained unchanged. In 
some instances, this factor alone has increased the 
value of some small estates to the point where the 
federal estate tax must be considered, and it has 
created substantial liquidity shortages in other estates 
of moderate or larger size. 


An Actual Example—Mr. A. died in October of 
1950. His estate included a small office building which 
he had acauired in 1938 for $45,000 and his residence 
which was built in 1939 at a most of $9,500. During 
the years between the acquisition of the property and 
Mr. A’s death, real estate values had increased sharply 
in the community, and office space was at a premium. 
After a careful appraisal of the properties, Mr. A’s 
executor decided that the lowest value which could 
be supported for federal tax purposes was $18,000 on 
the residence and $105,000 on the office building. 
Since Mr. A’s estate was in a 30% tax bracket, this 
"The total of all the property left by an individual is known 
as the gross estate. From the gross estate, deductions are 
allowed for debts due by the decedent, funeral expenses and 
costs settling the estate. Furthermore, if the decedent's spouse 
survives, it may be that the estate will be entitled to a 
marital deduction. In addition to the deductions, an estate 
is entitled to a $60,000 specific exemption under present law. 
After all of the deductions and the specific exemption have 
been subtracted, the remaining figure is called the net estate. 


tax rates. which range from 3 percent to 77 percent, 
apply against the net estate. 
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increase in values, due largely to inflation, placed an 
unexpected and unplanned-for burden upon the estate. 


The Use of Life Insurance—The accumulation of 
capital—and liquid capital in particular—has been 
quite difficult in recent years because of a combina- 
tion of high income taxes and the high cost of living. 
Although inflation has resulted in most individuals 
receiving more earned income, the savings which are 
left over after taxes seldom accumulate fast enough 
to keep abreast of the additional cash demands which 
will be made at the time of death. 


Liquidity When Needed—Life insurance is being 
used on an increasing scale by many property owners 
as a convenient and logical means of solving the 
liquidity problem in whole or in part, as well as pro- 
viding the additional security needed for dependents 
in the present inflated economy. Such insurance makes 
it unnecessary to run the risk of living long enough to 
build up a sufficient backlog of liquid funds to meet 
higher death taxes or normal family requirements. 


The payment of annual premium out of current 
savings, or out of capital in some cases, guarantees a 
fixed amount of cash at the time of death for the pay- 
ment of debts, taxes and all other costs of settling an 
estate. In this way, valuable income-producing prop- 
erty may be retained and protected for the family 
regardless of when death may occur, and the estate 
may be planned with greater flexibility so as to meet 
unforeseen conditions which may arise in the future. 


When Assets Are To Be Sold—There are many in- 
stances, however, when it is clearly to the family’s 
advantage that certain business property or a business 
interest should be sold at the time of the owner's 
death. This is often the case where a sole proprietor- 
ship, a partnership interest or close corporation stock 
is involved and where it would not be wise to retain 
such business interest in the owner's estate for the 
benefit of the family. In this event, plans should be 
made during the owner’s lifetime, when possible, for 
the sale of the asset at the time of his death. In such 
cases, business associates or key employees are usually 
the logical purchasers and are anxious to have the 
right and the ability to purchase the property in- 
volved. 


In these cases, the need for adequate liquid funds 
to cover the purchase price in whole or in part is of 
vital importance to both the seller and the purchasers. 
The seller, for example, is interested in knowing that 
his estate will be paid in full and that his family will 
have the benefit of and security from the proceeds of 
the sale. The purchasers on the other hand, realize 
that they must be in a position to carry out their 
obligation to the owner’s estate and that deferred pay- 
ments of any substantial amount would not only be 
difficult to make but might not be acceptable to the 


executor. 


Life Insurance, purchased and owned by the buyers 
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on the sellers life, offers a very practical and economi- 
cal solution for both parties. The purchasers guaran- 
tee for themselves a fixed and definite amount of 
capital through the simple medium of paying annual 
premiums. The seller has the satisfaction of knowing 
that his estate and family are protected and that the 
purchaser's financial program will produce necessary 
cash at the time it is required. 


DEATH RATE LOWEST IN HISTORY 


The nation made marked progress in its war 
against disease last year, registering the lowest death 
rate in United States history and making new inroads 
against the chief causes of death—cancer and heart 
disease. 


The United States Public Health Service, in its 
annual report for the twelve months ended last July 1, 
said that the average life expectancy of Americans at 
birth now was sixty-eight years. It was only forty- 
seven years at the turn of the century. 


Surgeon General Leonard A. Scheele warned, how- 
ever, that chronic diseases, such as cancer and heart 
ailments were taking a greater toll, causing two-thirds 
of all deaths in 1950. He said this was partly because 
other diseases were being conquered and people were 
living longer. Cancer and heart disease are the chief 
foes of older persons. (N. Y. Times, April 1, 1952). 


SECURITY LAW CAN BE ROUGH 


Under an opinion of the general counsel of the 
Internal Revenue Bureau and the legal “lights” of the 
Social Security Administration, directors of corpora- 
tions and trustees of savings banks, insurance com- 


(Continued from Page 162) 


Grievance Committee, one to be elected from each 
district. Nominations were: Ist District, Dr. J. A. 
Seigling of Charleston and Dr. W. A. Black of Beau- 
fort. 2nd District, Dr. Weston Cook of Columbia and 
Dr. W. W. King from Batesburg. 3rd District, Dr. 
R. B. Scurry of Greenwood and Dr. R. L. Livingston 
from Newberry. 4th District, Dr. J. R. Young of 
Anderson and Dr. T. G. Goldsmith from Greenville. 
5th District, Dr. Roderick MacDonald of Rock Hill 
and Dr. J. N. Gaston, Jr., from Chester. 6th District, 
Dr. Archie Sasser of Conway and Dr. Walter Mead 
from Florence. 7th District, Dr. N. O. Eaddy of Sum- 
ter and Dr. Keith Sanders from Kingstree. 8th District, 
Dr. W. R. Tuten, Jr., of Fairfax and Dr. O. Z. Culler 
from Orangeburg. 9th District, Dr. William Hendrix 
of Spartanburg and Dr. Joe Guess of Union. 
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panies and for estates are considered “self-employed.” 
Thus they are subject to the 2% per cent social 
security self-employed tax on such fees when they ex- 
ceed $400 a year. When the fees exceed $600, Social 
Security payment to those over 65 are stopped. This 
ridiculous situation was first revealed by this reporter. 


Here’s an actual case of what happens under this 
legal opinion— 


A director who is retired and over 65 serves on 
three boards, giving the concerns the benefit of his 
years of experience. His director's fees amount to 
$2,750. Until this ruling by the Internal Revenue 
Bureau, he received $816 in Social Security, for which 
he and his company had paid since the inception of 
this so-called pension law. He is now barred from this. 
He happens to be in the 50 per cent income tax 
bracket, so he pays a federal tax of approximately 
$1,450. As a “self-employed” person he is subject to 
a 2% per cent tax of $61.88. Being a New York State 
resident, he is clipped by Governor Dewey's income 
tax boys approximately $220. 


The “tax bite” on the $2,750 totals $1,731.88, 
leaving him net $1,018.12. But he also loses his $816 
Social Security, which he paid for when he was work- 
ing full time. So, the net result is $202.12, which is 
hardly worth the bother. 


The above figures assume his 100 percent attend- 
ance at director’s meetings. If he attends less meetings 
and receives say $2,000 in fees, he winds up a minus 
$41. He loses his $816 Social Security, his federal tax 
on $2,000 is $1,020, his self-employed Social Security 
tax is $45 and his New York State income tax $160, or 
a total of $2,041. (Leslie Gould, Seattle Post 
Intelligencer, 3-26-52). 


Dr. Price moved, seconded by Dr. Wyatt, that Dr. 
Guyton of the State Board of Health be notified that 
Council wishes him to attend the National Meetings 
of the Civil Defense and represent the South Carolina 


-Medical Association. The Association will share his 


expense. 

Dr. Howard Stokes was nominated to succeed him- 
self as Treasurer. This nomination to be presented to 
the House of Delegates. 

Dr. j. H. Gressette moved that Council vote $10,000 
to the Medical School and earmark this sum for 
assistance in building student dormitories. This was 
seconded but the second was withdrawn; thus causing 
the loss of the motion. 

Recess at 9:20 to meet at 8:30 a. m. on May L5th. 

Respectfully submitted, 
N. B. Heyward, M. D. 
Secretary 
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TEN POINT PROGRAM 
OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 


1. Cooperation 


To promote closer cooperation and 
better understanding between all 
agencies, groups and individuals con- 
cerned with providing and improving 
medical care for the people of South 
Carolina. 


2. Extension of Medical Care 


To study constantly the need and 
availability of medical care in each 
county of the State and in the State at 
large. 

To promote plans for providing or 
improving medical care where is a 
need, particularly in the rural areas. 


3. Pre-Paid Hospital and Medical Care 


To make voluntary pre-paid hospital 
and sickness insurance available to all 
the people of the State (through Blue 
Cross, Blue Shield, and commercial in- 
surance policies), and to promote the 
widespread purchase of such insurance. 


4. Care of Indigent 


To work with local county and state 
agencies, and with philanthropic or- 
ganizations, toward securing good 
medical care for the indigent. 


5. Public Health | 


To support the South Carolina State 
Board of Health in its broad program 
of preventing diseases and of safe- 
guarding the health of our people. 


6. Health Councils 


To support the State Health Council 
in its announced program. To sponsor 


the formation of a County Health 
Council in every county of the state, 
and to encourage our members to sup- 
port and to work with these organiza- 
ticas. 


7. Hospitals 


To promote the expansion of present 
hospital facilities and the building of 
new hospitals—where there is a definite 
need. 


To strive for highest standards of 
professional care in the hospitals in the 
State. 


8. Medical Colleges 


To support the Medical College of the 
State of South Carolina and to bend 
our efforts toward keeping its stand- 
ards of education on a par with other 
medical colleges throughout the coun- 
try. 


To promote good nursing education 
and good nursing care throughout the 
State. 


9. Education of the Public 


To acquaint the citizens of the State 
with regard to the problems of medical 
care in existence today, to inform them 
as to what is being done to solve these 
problems, and to advise with them as 
to further plans for securing better 
health and better medical care for the 
people of South Carolina. 


10. Political Medicine 


To prevent political control or 
domination of medical practice or of 
medical education. 
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CHANGES IN THE MEMBERSHIP AND FELLOWSHIP STRUCTURE 
OF THE AMERICAN MEDICAL ASSOCIATION 1949-1952 


1918 to 1949 


Prior to 1950, and since the year 1918, all physicians who were members of their State Society were 
non-dues paying members of the American Medical Association. 

Of the 144,211 members of the A. M. A. in June, 1949, 77,723 were listed as fellows. Fellows paid dues 
to the A. M. A. and received THE JOURNAL A. M. A. 


1949 


The House of Delegates of the A. M. A. assessed all members of the A. M. A. $25.00, but this assess- 
ment was voluntary and not compulsory. This was the only assessment made. 


1950 


There was no assessment in 1950. The A. M. A., for the first time, set the dues for membership in the 
A. M. A. at $25.00 a year. If these dues were not paid by the end of the year the member was dropped 
for non-payment; before he could be reinstated, it was necessary for him to pay the delinquent year’s 
dues. 

The 1950 dues did not include a subscription to THE JOURNAL A, 

A member in 1950 again had to pay fellowship dues to receive THE. JOURNAL A. M. A., or could 
subscribe to it separately. 


1951 


The membership dues in the A. M. A. in 1951 were $25.00 and included a subscription to THE JOUR- 
eet A. M. A. Fellowship dues were reduced but no longer included a subscription to THE JOURNAL 


1952 


The same as 1951, except that there are no fellowship dues and fellowship cards are not being issued. 
Fellowship will probably be abolished after the Annual Meeting of the A. M. A. in June, 1952. 


The following summary will further clarify the changes from 1949 to 1952: 


MEMBERSHIP IN THE 
AMERICAN MEDICAL 


ASSN. 
Membership dues in the A.M.A. 
never included Fellowship dues. 
Membership dues have been 
payable only through the 
County and State Societies. 


YEAR 

1949 

Assessed $25.00 but payment 
not compulsory. 


1950 
Dues of $25.00 did not include 
THE JOURNAL. 


1951 


Dues of $25.00 included THE 
JOURNAL. 


1952 
Dues of $25.00 include THE 
JOURNAL. 


FELLOWSHIP IN THE 
AMERICAN MEDICAL 
ASSN. 

Fellowship in the A.M.A. was 
dependent upon membership in 
the State and County Societies 
and the A.M.A. Fellowship 
dues were payable to the 
A.M.A. and were in addition to 
the membership dues. 


Dues of $12.00 included THE 
JOURNAL A. M. A. 


Dues of por included THE 
JOURNA 


Dues of $5.00 did not include 
THE JOURNAL. 


No fellowship dues for 1952. 


SUBSCRIPTION PRICE OF 
THE JOURNAL A.M.A. 
Since January 1, 1951, the 
price of THE JOURNAL has 
been included in membership 
dues; rates below for 1951 and 
1952 are for non-members, and 
laymen. Anyone may subscribe 

to THE JOURNAL. 


174 ee June, 1952 
| 
| 


